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E wish to call attention to certain 
dangers present when gases are used 
in the conduct of anesthesia and when 


they are employed for therapeutic purposes. This 
discussion will omit entirely, however, any con- 
sideration of the hazards incurred from fires and 
explosions when compressed gases are in use. 
These hazards are believed to be too little under- 
stood at present to permit an authoritative con- 
sensus that might serve as a satisfactory guide for 
hospital management. For the present it is sug- 
gested that the member of the hospital staff who, 
according to the requirements of approved hospi- 
tals, is held responsible for the conduct of anesthe- 
sia in the hospital, also be made responsible for the 
elimination of danger from fire and explosion. On 
the other hand, dangers of another sort are present 
whenever compressed gases are used, and it is these 
dangers that we shall discuss. 

Hazards in the use of compressed gases are not 
essentially different from the dangers constantly 
present in the administration of other toxic drugs. 
The training of doctors and nurses, however, has 
emphasized a knowledge of potent drugs that exist 
in the physical form of liquids and solids. The 


professional staff of the hospital is usually well 
trained in the use of the balance and the graduate 
for the control of dosage. Familiarity with the 
physical properties of gaseous agents is less com- 
mon and there is often lacking a proper conception 
of the control of the dosage of substances 
administered by inhalation. The fact that the ad- 
ministration of gaseous agents by inhalation for 
therapeutic purposes is under second to second 
control should on first thought result in less fre- 
quent errors of a serious nature in the choice of 
drug and dosage. On the other hand, the extreme 
potency of the few gases in therapeutic use and 
their rapidity of effect when inhaled make it 
possible for them to be the cause of many hospital 
tragedies, unless the professional personnel can 
be brought to an appreciation of their physical and 
therapeutic properties and the proper means for 
their control. Two examples of the result of lack 
of such knowledge on the part of doctors and 
nurses may serve to emphasize the point. 

A newborn child did not breath spontaneously. 
The doctor asked for “a carbon dioxide-oxygen 
mixture.” The attendant nurse did not find a 
cylinder of carbon dioxide-oxygen mixture in the 
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usual place and ran into the corridor to look for 
one. She found there a cylinder of pure carbon 
dioxide, designed for quite another purpose, but 
noting the carbon dioxide label, she brought the 
cylinder to the doctor who inflated the lungs of the 
newborn child, with a fatal result. The doctor was 
in error as well as the nurse because he carelessly 
asked for “a carbon dioxide-oxygen mixture.” 
Such mixtures are marketed in proportions vary- 
ing from 3 per cent carbon dioxide and 97 per cent 
oxygen to 30 per cent carbon dioxide and 70 per 
cent oxygen, and one of the mixtures of a higher 
percentage might also have been fatal. Had the 
doctor been using a potent solid or liquid drug he 
would doubtless have checked the label by reading 
it himself, but because of his lack of familiarity 
with the gaseous preparation, he did not use ordi- 
nary care. A mere whiff of the gas into his own 
nostrils would have revealed the error. 


A Fatal Error 


In another case a gas-oxygen anesthesia was 
begun with an apparatus carrying one control 
valve for oxygen delivery but with two yokes, so 
that a reserve tank of oxygen might be always 
available. The previous day, a tank of pure carbon 
dioxide had been placed in one of these oxygen 
yokes and had not been removed. Since the tops 
of the two tanks looked exactly alike, they were 
both supposed by the anesthetist to contain oxygen. 
Being familiar with the properties of compressed 
gases, he realized that by opening the cylinder 
valves wide while the control valve was closed he 
could cause a flow of oxygen from the full tank of 
oxygen to the one partially full. Such a procedure 
would result in an equal division of the total supply 
of oxygen in the apparatus. Then by closing one 
cylinder and using the other, he would have early 
warning of need for a fresh supply. The maneuver 
was therefore performed. 

Since the unrecognized cylinder of carbon 
dioxide was nearly full and under high pressure 
whereas the supply of the oxygen cylinder 
was nearly exhausted, the resulting mixture in 
both tanks was one of high carbon dioxide content. 
After one cylinder valve was closed, the oxygen 
control valve and the nitrous oxide were turned on 
and anesthesia was induced. The extreme hy- 
perpnea which developed was treated with more 
“oxygen.” Sufficient concentration of carbon 


dioxide to produce respiratory depression was then 
reached, and no further clinical evidence of physio- 
logic carbon dioxide effect was manifest. After the 
undertaker’s visit, the pure carbon dioxide cylinder 
was discovered on a yoke designed to carry a 
reserve oxygen cylinder. 

Mistakes similar to these and others are occur- 
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ring regularly in our hospitals. Examples could be 
cited indefinitely of mistakes in identity and unin- 
tentional mixing of all the compressed gases i), 
common use. Such errors are exactly comparab!. 
to the administration of morphine sulphate whe; 
atropine sulphate is intended, or to the administra- 
tion of morphine sulphate, grams 0.650, whe: 
grams 0.065 is intended. The factor of human 
fallibility or temporary mental lapses in the pro- 
fessional staff of the hospital will probably con- 
tinue to cause accidents and fatalities from the use 
of gaseous drugs. Until the training of nurses and 
physicians includes a complete familiarity with 
the physical and pharmacologic qualities of com- 
pressed gases, accidents are more apt to occur with 
the less familiar agents. How can the hospital help 
to safeguard its staff from such tragedies? 

The causes of accidents with compressed gases 
may be divided into five general classes: (1) 
carelessness in manufacture and in testing at the 
factory ; (2) inconspicuous or confusing labels and 
painting of cylinders; (3) mechanical connections 
that permit unappreciated flow from sources of 
higher pressure to points of lower pressure, result- 
ing later in the use of unidentified and dangerous 
mixtures; (4) hurried assembly of cylinders and 
apparatus in emergency cases and their use in 
dark rooms; (5) ignorance or heedlessness on the 
part of the hospital personnel allowed to handle 
and administer compressed gases. 

Difficulties of the first class have been almost 
completely overcome by the manufacturers them- 
selves. Toxic impurities are now almost unheard 
of in therapeutic gases manufactured by reputable 
firms. Some factories claim to make tests of each 
cylinder before shipment. Nevertheless, the fre- 
quent examination of samples of therapeutic gases 
taken from jobbers and hospital supplies is highly 
desirable. The Government now renders such a 
service covering liquid anesthetic agents. Such 
service should cover compressed gases used medic- 
inally. 


Labeling and Painting the Cylinders 


The lack of uniformity in labeling and painting 
the cylinders is still a possible source of error in 
identifying compressed gases. There are still 
present in some hospitals in North America cyl- 
inders of oxygen painted red, while in others only 
ethylene cylinders are painted red. It is to be 
hoped that mixed supplies from the two sources 
do not come together in one hospital. Some manu- 
facturers, in the interest of neat appearance, have 
painted all their medicinal gas cylinders a uniform 
neutral color with only a small portion colored to 
signify the identity of the contents. Labels likewise 
are in many cases uniform for different gases, the 
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identity of the contents of cylinders being indicated 
on the label only by writing in the name on a blank 
space on the label. This is particularly true of 
oxygen and carbon dioxide mixtures. Carbon 
dioxide is an extremely potent drug, capable of 
causing death in some patients by a few inhala- 
tions. It is probable that more care shown by the 
manufacturers in providing uniform and conspicu- 
ous labeling might help to prevent accidents. 


A Dangerous Type of Apparatus 


Mechanical connections that permit flow from 
sources of higher pressure to points of lower pres- 
sure, resulting in the use of unidentified and 
dangerous mixtures, often are not considered 
dangerous. If a bottle of tincture of digitalis and 
a bottle of laudanum stand side by side on the 
drug room shelf, they are safe from mixing even 
if the stopper of each bottle is removed. With 
gases under pressure, however, the conditions are 
entirely different. The accompanying diagram is 
a rough representation of a compressed gas con- 
trol valve with two yokes, one conducting from 
compressed gas cylinder A and one from cylinder 
A’. Such an arrangement is designed by the ap- 
paratus manufacturer to permit a reserve cylinder 
A’ of a given gas to be always connected and avail- 
able when cylinder A is exhausted. 

When only two gases were used in medicine, 
nitrous oxide and oxygen, apparatus manufac- 
turers provided one delivery control for each gas 
and there was no likelihood of a doctor or a nurse 
wishing to attach gases of different identity in 
the positions of A and A’. As more gases have 
come into use the temptation to continue the use 
of the old apparatus, which connects a cylinder in 
the yoke provided for A’ (a reserve stock identical 
with A), has persisted and a gas of a new identity 
B often has been placed in the position of A’. With 
cylinders of compressed gases A and B so con- 
nected, a mere failure to close tightly the cylinder 
valves (comparable to the cork being loose in adja- 
cent bottles of laudanum and tincture of digitalis) 
will permit a flow of gas B into cylinder A, or vice 
versa, depending on which gas is under the greater 
pressure. If cylinder B is full and cylinder A 
nearly empty, the result of opening both cylinders 
will be that cylinder A will then contain a high 
percentage of gas B. This is what happened in 
the incident cited earlier in the article when oxy- 
gen was gas A and carbon dioxide was gas B. Car- 
bon dioxide was then given to the patient under the 
mistaken impression of the anesthetist that it was 
oxygen. 

Manufacturers of compressed gas apparatus 
have kept abreast of developments in the use of 
newer gases. They have also sent out warnings to 
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hospitals concerning the dangers in using appa- 
ratus of old design. Unfortunately, not all hospi- 
tals have seen fit to modify or to replace their old 
equipment. 

The hurried assembly of cylinders and appa- 
ratus in emergency cases and under conditions of 
poor lighting may bring about undesirable results. 
During the excitement of caring for an emergency 
case, either for operation or during attempts at 
resuscitation, cylinders are connected to the appa- 
ratus in the wrong position. Inexperienced order- 
lies, nurses, anesthetists and other members of the 
staff contribute to such accidents. Hurry and ex- 
citement are frequent causes of mistakes. Poor 
lighting facilities, such as are present in the fluoro- 
scopic room and the room for work in the head 
specialties, may contribute to accidents. 

The mental capacity and attitude of the hospita! 
personnel permitted to handle and administer com- 
pressed gases is worthy of serious consideration. 
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In this gas control valve with two yokes, though it is de- 
signed to permit a reserve supply, the temptation is great 
to place gas of a new identity in A’. Then a mere failure 
to close the valves tightly will permit a flow of the new gas 
into A or vice versa, depending on which gas is under the 
greater pressure,and the patient may receive the wrong gas. 

















The cylinders in which gases are compressed are 
of necessity very heavy. Pressures in full cylin- 
ders range upward to 2,000 pounds per square inch. 
A strong man is often needed to move these con- 
tainers. On the other hand, the content of the 
cylinders is often capable of producing death much 
more rapidly than any of the drugs in liquid or 
powder form to be found on the pharmacy shelves. 
The old saying, “A strong back and a weak mind,” 
is not always true, but certainly the person chosen 
from the hospital staff to supervise the administra- 
tion of compressed gases should not be singled out 
for this duty solely because he can lift the tanks. 
Some persons of a high degree of intelligence have 
a defective conception of the elementary prin- 
ciples of physics, and high pressure and low pres- 
sure of gases are alike to them. A valve means 
nothing to them because they cannot see the sub- 
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stance the valve prevents from flowing. Both pro- 
fessional and lay attendants of such a mental 
make-up are responsible for many accidents with 
compressed gases. 

There is a growing tendency on the part of both 
the medical profession and the hospital manage- 
ment to appreciate that anesthetic drugs are ex- 
tremely toxic and that they demand careful 
handling and administration. The present recog- 
nition of the necessity for one member of the 
professional staff being held responsible for the 
anesthetic department is evidence of this tendency. 
Such a person will solve most of the problems in 
connection with the use of compressed gases. 


Why Careful Inspection Is Necessary 


There is a tendency, however, toward careless- 
ness in the supervision of the use of carbon dioxide 
as a therapeutic agent. The fact that carbon diox- 
ide is a normal constitutent of expired air has 
tended to mask an appreciation of the possible 
dangers connected with its use as a therapeutic 
agent. The opportunities for dangerous or fatal 
error in the use of carbon dioxide alone or in mix- 
tures with oxygen are quite as great as with the 
use of other compressed gases. Although manufac- 
turers have been extremely meticulous in the prep- 
aration and marketing of compressed gases for 
medicinal use, we believe an added check in the 
form of more careful inspection of such gases, 
including carbon dioxide, would be beneficial. 

One of the bureaus of the Government has for 
some time made a practice of analyzing samples 
of ether from the open market. Whether an at- 
tempt has been made to check in a similar manner 
the supplies of compressed gases for medicinal use, 
we do not know. In any case we believe this could 
be done to advantage and that such an analysis 
might include inspection of carbon dioxide for 
medicinal use. Such an inspection could be made 
to serve as a check on the labeling and the paint- 
ing of cylinders, which are so important as a pre- 
vention of mistakes in the identity of compressed 
gases. 

In the commercial use of compressed gases, 
mistakes in identity have been avoided to some 
extent by the use of different thread connections 
for explosive gases so that it is impossible to con- 
nect an explosive gas cylinder to a nonexplosive 
gas inlet. A manufacturer of anesthetic and thera- 
peutic gas apparatus makes the following sugges- 
tion for the prevention of mistakes in the identity 
of compressed gases. “Every manufacturer of 
compressed gases to be used for therapeutic pur- 
poses should be required to market his products in 
evlinders, the valves of which are individual for 
each gas. The apparatus manufacturer should 


Vol. XXXVIII, No. 5 


likewise be required to supply individual yokes or 
threads. As a result, an attempt to attach a carbon 
dioxide cylinder to an oxygen inlet or an ethylene 
cylinder to a nitrous oxide inlet would be physi- 
cally impossible.” This suggestion, if carried out, 
would undoubtedly eliminate many of the dangers 
to which our patients are now exposed. 

The organization of anesthetists has tried for 
several years to induce manufacturers to agree to 
a uniform labeling and painting of medicinal gas 
cylinders but without success. It is evident, there- 
fore, that before any uniformity of effort can be 
expected, some Federal agency must be set up, 
with absolute authority to enforce uniform regu- 
lations. 

In the meantime, hospitals can best safeguard 
their patients from the dangers here discussed by 
making sure that the administration of compressed 
gases is placed in the hands of intelligent persons. 
Orderlies entrusted with handling cylinders and 
apparatus should be chosen for their intelligence 
and reliability and not for their strength. At least 
one physician of the professional staff should be 
held responsible for the instruction and direction 
of nurses and orderlies who may be required to 
assemble, clean or otherwise come in contact with 
compressed gas equipment. 

Actual administration of compressed gases, 
either for the alleviation of pain or for other 
therapeutic purposes, should be the direct re- 
sponsibility of a physician just as is the ad- 
ministration of other toxic drugs. The fact that 
compressed gases require more elaborate appa- 
ratus for their control in administration only adds 
to the seriousness of the responsibility of the per- 
son charged with their use. It is unfair for a nurse 
or an orderly to be held responsible for the 
handling and administration of compressed gases 
when the physician devotes his individual atten- 
tion to the administration of solid and liquid 
agents. 





How the Chicago Clinics Staff Uses 
the Health Service 


An average of almost one visit for every par- 
ticipant in the staff health plan was attained at 
the health service of the University of Chicago 
Clinics during February. The records show: med- 
ical examinations, 129; out-patient visits, 744; re- 
fers to other clinics, 69; x-rays, 26 ; hospital admis- 
sions, 59; house calls, 19. 

The health service program at the university has 
been established only for a short time. The plan 
was described somewhat in detail in the January 
and February numbers of THE MODERN HOSPITAL. 








pos 
Wi 

Jar 
sch 
nur 


ere 
cif 
mal 
dia 
cen 
of t 
Hos 
of 1 
seve 
to p 

pol 





May, 1932 


THE MODERN HOSPITAL 


How Indiana Cares for Its Young 
Convalescents 


By EDWARD T. THOMPSON, M.D. 


Administrator, Indiana University School of Medicine and Hospitals, Indianapolis 


HE Indiana Rotary Convalescent Home is 

the latest addition to the Indiana University 

Hospitals, Indianapolis, a group that is com- 
posed of the Robert W. Long General Hospital, the 
William H. Coleman Hospital for Women, the 
James Whitcomb Riley Hospital for Children, the 
school of medicine and the training school for 
nurses at the Ball residence. 

The convalescent home for children, which was 
erected and equipped at a cost of $250,000, is a 
gift of the Rotary Clubs of Indiana. It was for- 
mally dedicated on November 15, 1931, and imme- 
diately put into service. The home stands in the 
center of a fifteen-acre plot at the northwest corner 
of the campus and is within 400 feet of the Riley 
Hospital. As the medical center occupies a campus 
of fifty-three acres adjacent to city park land of 
seventy-five acres, it was thought advantageous 
to place the home near the Riley Hospital. 

The building is a three-story structure with 


accommodations for patients on the first and sec- 
ond floors, and for the personnel on the third floor. 
Attractiveness and a homelike atmosphere have 
been the keynote of construction. The skeleton 
form of the building is of reinforced concrete cov- 
ered with red masonry walls with Indiana lime- 
stone trim. 

The building faces the south. Most of the accom- 
modations for the patients are also to the south, 
with the utility, lavatory and other service rooms 
to the north to ensure as much sunlight as possible 
for the children. Broad open and closed terraces 
to the south provide additional possibilities for 
heliotherapy. Arched entrances strike an artistic 
and dignified note. It has been the intention to keep 
as far away as possible from institutional construc- 
tion and equipment. The main entrance, the pleas- 
ant lobby and the reception room with a compactly 
designed and not too noticeable office are excellent 
examples of this thought. 
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At mealtime, 


Two floors are designed to accommodate sixty- 
six patients. The third and top floor can comfort- 
ably house about thirty members of the personnel. 
On the first floor are two eight-bed wards, two 
six-bed wards and two single rooms that may be 
used for isolation purposes. Each ward room is 
well lighted, well ventilated and made cheerful by 
the use of beds finished in a pleasing green color. 
There is a small cedar chest at the foot of each bed. 
These chests are novel in that they serve as chairs 
and as utility chests for the storage of the chil- 
dren’s clothing and of their personal belongings 
and toys. Each ward has two built-in lockers for 
each child where the outdoor clothing, towels, 
wash cloths and soap may be kept. 

Two sun parlors are on each floor and are placed 
adjacent to wards so that they are easily accessible 
to the children. These sun parlors are equipped 
with a special type of furniture designed to resist 
exacting wear and at the same time to follow ac- 
cepted standards of sun parlor furniture. Case- 
ment windows and Venetian blinds are used. The 
floors are of light brown rubber, with animal in- 
serts which delight the youthful patients. The 
colors of the floors and furniture blend with the 
tan glazed brick that has been used in the construc- 
tion of the walls. Each sun parlor has also a phono- 
graph and a radio. 

Provisions have been made for the educational 
needs of the children. A kindergarten and a school- 
room are on the first floor and there is a schoolroom 
on the second floor. These rooms are supplied with 
all the specialties needed for teaching as well as 
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happy informal groups gather at the tables which are suited to the size of the child. 


with especially designed chairs with attachments 
that aid the crippled children. 

The dining room is on the first floor and has 
tables of two sizes, each table seating from six to 
eight children. These tables are of maple with a 
natural finish and are not only attractive but are 
practical in that they are easily kept clean. The 
floor of the dining room is of rubber laid in a black 
and green checker design. A serving room adjoins 
the dining room, the food being prepared in the 
kitchens of the Riley Hospital and sent to the 
convalescent home in electrically heated trucks 
through the connecting tunnel. 

It is the plan of those in charge of the conva- 
lescent home to afford a place where the child may 
convalesce and at the same time to teach him to 
care for himself in as many ways as possible. The 
arrangement of the dining room and the plan of 
having as many patients as possible sit at tables 
instead of using trays affords an opportunity to 
teach the child what to eat and how to eat. 

Two washrooms on each floor have been planned 
with the needs of the convalescent child in mind. 
These rooms at each end of the hall are accessible 
by means of large openings not hung with doors. 
This permits a child in a cripple cart or wheel chair 
to reach the washrooms easily and to care for him- 
self with the least amount of difficulty. The wash- 
basins have been placed at different heights to 
accommodate children of various ages. Toilet 
rooms, baths and shower rooms adjoin the wash- 
rooms. 

In the center of the corridor on each floor there 
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is a built-in nurses’ station with a utility room on 
the second floor and a treatment room on the first. 

The second floor is a duplicate of the first with 
the exception of a library and a six-bed nursery 
that have been provided. An open terrace with a 
high protective iron grille has been built over the 
terrace on the ground floor. A large room now be- 
ing used as a general assembly room occupies the 
space over the dining room. Corridors and stairs 
throughout the building are covered with a rubber 
flooring in a light green color. This color blends 
admirably with the corridor walls which have a 
dado of light green glazed tile. 


Beautiful Playground Is Planned 


It is the plan in the near future to deve-op a 
playground which will occupy a space immediately 
in front of the building. A description, which ap- 
peared in the dedication program, of this play- 
ground is as follows: “The broad veranda; of the 
building will overlook this park and playground. 
Falling gently away from the building entrances it 
will contain tree lined walks, suitable for wheel 
carts, roller skates and toy wagons. Nearer to the 
building will be the play spots for infants, with 
sand boxes, baby swings and playground appa- 
ratus. In the middle distance will be found the 
teeter totters, the larger swings, the doll houses 
and the Maypoles for older children. Still farther 
away, in roomier spaces, will be placed the ball 
diamonds, the horizontal bars, the gymnasium 
horses and other apparatus which goes to make up 
the play life of the bigger children. 
“Surrounding the entire playground will be a 
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Playing in the sunshine on the open up- 


stairs terrace is a pleasant part of the 
heliotherapy provided for the children. 
In the lower picture can be seen the ter- 
races of the home and the three arched 


entrances which strike an artistic and 


dignified note, 
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brick wall, of sufficient height to ensure privacy. 
Here and there throughout the grounds will be 
clumps of trees and shrubs for beauty and shade. 
Statuary and instructive pieces eventually will be 
placed at interesting points along the walks. This 
playground promises to become one of the show 
places of Indiana. It will be the gay garden spot 
of the Riley Hospital plan; a happy park for play.” 

Those in charge of the Rotary Convalescent 
Home have recognized the fact that during illness 
the child has become accustomed to a routine that 
is seldom duplicated in the home for the reason that 
parents do not possess the means, facilities or 
technical knowledge necessary to carry out such 
a routine, and that some place should be provided 
where the child can pass a transition period and 
eliminate some of the difficulties that confront any 
patient when he leaves the hospital and returns 
home. The fact that this period of transition af- 
fords an excellent opportunity to give the child 
any training he may need has not been overlooked, 
and for this reason the schoolrooms, the kinder- 
garten, the library and play facilities were included 
in the planning of this building. 

The Rotary Convalescent Home will stress the 
fundamentals of child life—rest, work, play and 
education. Such professional care as is needed for 
the patient will be continued by the staff of the 
Riley Hospital. The proximity of the home to the 
tiley Hospital makes the availability of further 
medical care for the patient during his conva- 
lescence one of the most important of the advan- 
tages of the convalescent home. 





Should the Dispensary Conduct a 
Mental Hygiene Clinic? 


One of the newest and most encouraging devel- 
opments in the practice of community medicine has 
been the organization of public mental hygiene 
clinics. That the psychiatrist and psychologist can 
do much to assist in untangling family difficulties 
and thus keeping intact the family circle must be 
granted. 

Most of the patients to whom mental hygiene 
clinics can render the greatest service do not suffer 
with organic mental or nervous disease. They usu- 
ally present signs of family or social maladjust- 
ment which require for correction the most careful 
and painstaking study. The conduct of such a 
clinic, therefore, is not work for the tyro. The 
personnel of a successful mental hygiene clinic 
must consist of trained men and women with sal- 
aries proportionate to their abilities. 

The average hospital, however, cannot afford to 
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engage full-time well trained psychiatrists, psy 
chologists and social workers and hence the hos- 
pital mental hygiene clinic is often inadequate. 
There is no reason why a hospital should not en- 
deavor to perform this type of work, but there is a 
great question as to whether it should endeavor to 
do so if it is unable to perform this service effi- 
ciently. It would probably be a better plan to 
attach such a clinic to the department for the pre- 
vention of disease. Nevertheless, if no other com- 
munity facilities are available, an incomplete effort 
is far better than none at all. 

Mental hygiene clinics are capable of meeting a 
real need in the community and whether they are 
under governmental or private control, their cost 
is certainly justified in consideration of the service 
they render. 





Securing Prompt Accident Service 
for the Small Hospital 


In a small hospital with an intern staff of less 
than half a dozen, it is usually impossible, as well 
as unnecessary, for an intern ard nurse to remain 
continually in the accident ward. Because of this 
fact there is often delay when a patient suffering 
from a major or minor trauma is brought to the 
institution. 

It is a common experience for patients suffering 
with more or less minor injuries to be required to 
wait for periods ranging from a few minutes to an 
hour or more for the appearance of the house doc- 
tor. Frequently it is expected that the patient will 
notify some one in authority of his presence by 
telephoning or by pushing a button which rings a 
bell in the office of the superintendent or the direc- 
tress of nurses. Often the victim of an accident is 
in such a perturbed state of mind that he is unable 
to appreciate the necessity for some action on his 
part and simply impatiently awaits the arrival of a 
physician or nurse to attend to his wants. 

Foreigners coming to the hospital should not be 
expected to telephone, especially when a dial sys- 
tem exists. Often the presence of a push button 
near the entrance of this department is of less avail. 
If a trained attendant could always be on duty in 
the accident ward, devoting his spare time perhaps 
to the making of dressings, plaster of paris band- 
ages or to some other useful employment, this prob- 
lem would be largely solved. 

At any rate, an institution maintaining an acci- 
dent ward should recognize the fact that the public 
has a right to prompt service and that some prac- 
tical measures must be adopted whereby this type 
of service can be rendered. 
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THE MODERN HOSPITAL 


How an Fftective Admitting Plan 
Saves the Hospital Money 





By B. W. STEWART 





AE title of this paper should be 
tal Admitting and Discharging Procedure,” 
since the two are so closely associated that 

they can hardly be separated. 

The Cleveland Hospital Council’s plan for ad- 
mitting patients is so excellent that I have asked 
and received permission to incorporate a part of 
the plan in this paper. It is well worth consider- 
ing. Although the part dealing with the collection 
of accounts through the Cleveland Hospital Coun- 
cil has been omitted, it is replete with helpful sug- 
gestions for those cities that have a central council. 

In these days of financial stress, when hospital 
administrators are economizing in every possible 
way, they may be neglecting the very department 
that may be losing more than it gains by such 
economy. 

Hospitals need to exercise control over the 
methods used in the giving of part-pay and free 
service, as well as those used in collecting for full- 
pay work. 

It is desirable that hospitals establish a uniform 
principle covering the investigation and approval 


Superintendent, Youngstown Hospital, Youngstown, Ohio 
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of part-pay and free cases, as well as uniform 
methods for the collection for service rendered to 
fuil-pay cases. 

The admitting officer is an important person 
in any hospital organization. A study of this key 
position leads to the conclusion that if this posi- 
tion is not assigned to the proper person the ad- 
mitting procedure is a failure. If the admitting 
officer does not assign the patients to accommoda- 
tions within their means, the loss that is sustained 
by the hospital may nullify the efforts of a compe- 
tent administration to save money for the institu- 
tion. Also, if patients are assigned to accommo- 
dations for less than cost, when they are able to 
pay more, there is a loss. 

The financial gain to the institution by proper 
admitting methods is by no means the all impor- 
tant one. The satisfaction of the patient and his 
ability to pay for the service to which he is as- 
signed as well as the good will the hospital enjoys 
are of equal importance. 

The same procedure is possible regardless of 
whether the admitting officer is a nurse, a night 
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supervisor, a clerk or a cashier. The small hospi- 
tals may not have an admitting clerk but, regard- 
less of the person who does the admitting, they 
should follow the same procedure. Admissions 
made at night should be checked the following 
morning by those in charge of the credits during 
the day. The actions of the admitting clerk are 
powerful factors in building the good will that is 
one of the hospital’s most valuable assets. It is 
strange but true that many persons upon entering 
the hospital want to give the impression they have 
money to pay their way and demand the best, and 
yet upon leaving the hospital they seek to give 
exactly the opposite impression. They are poor, 
they say, and cannot pay. 

The admitting officer should have the following 
qualifications: a knowledge of hospital routine; 
a business training and a social point of view that 
will enable him to obtain and evaluate information 
regarding the ability of an individual to pay for 
hospital service; a personality that will enable him 
to deal with all classes of patients satisfactorily. 
The admitting officer should be responsible to the 
administrative officer. 

The model admitting officer is preferably a 
woman, neither too old nor too young. She has a 
pleasing personality and dresses tastefully and 
neatly. The initial contact can influence the pa- 
tient throughout his or her stay in the hospital. 
If it is unpleasant it will long be remembered by 
the patient even though he may be satisfied with 
the rest of the service. 

When the patient has applied for service, the 
admitting officer tactfully obtains all the informa- 
tion necessary to the assignment of the patient to 
accommodations that his financial circumstances 
indicate he can pay for. If the patient requests 
private or semiprivate room service and if, in the 
light of the information the patient has given, the 
admitting officer feels that the patient is unable 
to pay for such service, he carefully explains to 
the patient that the service he will obtain in other 
accommodations will be equally satisfactory. 


The Folly of Overselling 


If the hospital has any extra charges or higher 
charges for service in private rooms than in the 
wards, this is also explained carefully to the pa- 
tient. So often patients merely figure the fifty 
cents or a dollar, or whatever it may be, difference 
in the price of the room and are surprised that 
there are additional extras. It is always well to 
examine the account of any patient wishing to 
move from low priced to higher priced accommo- 
dations. This is especially true of accident cases. 

The overselling of accommodations should not 
be tolerated in any institution, and this should be 
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emphatically stated as part of the instructions t 
the admitting officer. Permitting patients to take 
private room accommodations is sometimes an 
injustice to them. 

The overselling of accommodations has a bad 
effect on the friends of the patients and on the 
public. The more the hospital oversells accommo- 
dations, the harder it is to collect the account. The 
family and friends of the patients will often insist 
on better accommodations than they can afford. 
This can frequently be avoided if the patient is 
made to understand that the care he receives will 


be as satisfactory and his chances of recovery 


as good in the cheaper accommodations. All extra 
charges, for operating room, laboratory, anes- 
thetic, x-ray and special medicines, should be ex- 
plained to the patient. Especially should he be 
told if these charges are higher in a private room 
than in the ward. The public must be educated to 
realize that hospitals expect their service to be 
paid for. 


Recording Patient Days 


In the recording of patient days, the following 
outline should prove helpful: 

1. A pay day is one day of service rendered to 
any patient who is billed as much as the established 
ward bed rate. 

2. An allowance day is one day of service ren- 
dered to any patient who by reason of his economic 
status is billed less than the established ward bed 
rate. 

3. A free day is one day of service to any patient 
to whom by reason of his economic status no bill is 
rendered. A complimentary day is one day of serv- 
ice rendered to any patient who, because of his 
hospital affiliation or because of reasons other than 
economic, is not billed for service. This does not 
include service rendered to employees. An em- 
ployee day is one day of service rendered to an 
employee of the hospital for whom no bill is ren- 
dered. (An industrial day’s service shall be 
recorded as a pay day.) 

The hospital should maintain an admission 
register, this register to provide for the recording 
of admissions according to the classifications men- 
tioned and also to provide for the recording of the 
total days of service rendered to each patient 
according to these classifications. At the time of 
admission, all private cases are recorded as pay 
patients. After a detailed financial investigation, 
all cases admitted as free patients are listed as 
free patients. All complimentary days and em- 
ployee days are properly recorded at the time of 
discharge. The total number of days of service 
are recorded according to the respective status of 
the patients. 
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It is the duty of the admitting officer, preferably 
before the patient arrives at the hospital, to obtain 
a credit rating from the Retail Credit Association 
in order to be able to assign accommodations prop- 
erly. Exception to this is made in the case of 
patients paying in advance and who continue to 
do so. 

The ratings shown in the Retail Credit Associa- 
tion records at the present time are not of much 
value, because the changes have been rapid in the 
past year. The hospital can frequently establish 
credits through a close contact with the members 
of its medical staff, since they are quite often in a 
position to reveal the truth about the financial 
affairs of the patient. At the same time the hos- 
pital must guard against certain members of the 
medical profession who will want to get the best 
for all their patients regardless of their ability to 
pay. In the average hospital a great number of 
patients come in through the emergency depart- 
ment or in an invalid carriage; then it is a case 
of the hospital’s making arrangements with the 
nearest relative or friend. An alert admitting 
officer can often tell from the street address 
whether or not the patient is able to pay. 

There should be an absolute understanding about 
the financial arrangements before the patient is 
admitted. Each hospital will have its own arrange- 
ments, but the important thing is to have them 
made before the patient is admitted. 

The practice of having the patient pay in ad- 
vance or sign a guarantee of payment should be 
continued in those hospitals in which this proce- 
dure is now followed, and those hospitals that are 
not now requiring a signed guarantee of account 
should do so for the protection of their own 
interests. 


Guarantees of Payment 


In securing signatures on a guarantee of ac- 
count, the admitting officer should be instructed 
to obtain the address of each person signing in 
order to obviate any difficulty in locating or trac- 
ing the person who has signed a guarantee. 

There are two kinds of guarantees: (1) when 
the account of the patient is to be charged to 
another person; (2) when a guarantor assures the 
payment of the bill for services rendered to the 
patient. In the first case, it is well for the hospital 
to have an order which reads, “Please render 
services to and charge the 
same to my account.” On an order of this kind, it 
is necessary to establish the credit of the person 
giving the order as the hospital releases the pa- 
tient from all responsibility. The second guarantee 
is preferable since the other person guarantees 
the payment of the bill for services rendered 
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tian cetacean deddvarckecelewues In this case, the 
hospital can hold the patient as well as the guar- 
antor. If the account is to be charged to an 
industrial company, a communication should be 
sent to the company asking it to guarantee the bill, 
or if it carries industrial commission, to give the 
hospital the claim number. If it should be a town- 
ship, city or county case, it is well for the hospital 
to get the permit or authorization signed as quickly 
as possible so that in cases where the patient is to 
be responsible, the bill can be collected before he 
leaves the hospital. 


How Accounts Should Be Classified 


A charge should be originated for every patient 
admitted to the hospital regardless of the source 
from which patients have been referred. With two 
exceptions, a bill for service should be rendered to 
every patient. These exceptions are: (1) cases 
referred by social agencies when a previous finan- 
cial investigation has been made, the findings of 
which in the opinion of the admitting officer 
warrant free service; (2) cases referred by the 
hospital dispensary after a detailed investigation 
has been made by the social service department, 
the findings of which in the opinion of the admit- 
ting officer warrant free service. Accounts of 
these two groups should be charged to “free 
service.” 

When patients are admitted accounts should be 
definitely classified as pay, part-pay or free. If 
they are pay, they should be marked as to what 
collection method the hospital wants to use in 
case the bills are not paid—whether the hospital 
wishes to threaten suit, or whether the patients 
should be sued in case of nonpayment. A hospital 
has a right to sue, and some cases should be sued. 
On the other hand, if it is found that the patient 
has a large family and is the wage earner of the 
family, or if it is discovered that he has been out 
of work and that there is no chance to collect, it is 
better to charge the account to charity when the 
patient is dismissed, rather than to build up a large 
amount of accounts receivable and thereby have a 
large amount to charge off as uncollectible. (This 
does not mean that the hospital cannot send state- 
ments or letters to certain cases only, even though 
the executive feels that the account probably can- 
not be collected.) 

It is only by the proper classification of accounts 
that hospitals can obtain the proper credit for 
part-pay and free work. Most hospitals do a large 
amount of charity work by way of unpaid bills for 
which they get no credit. In the average hospital 
doing a large amount of work in accident cases and 
out-patient departments, the number of bills re- 
turned because of wrong addresses is amazing. 
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Many of these could be eliminated by better super- 
vision in admitting patients. 

The entire procedure of admitting and discharg- 
ing may be summarized briefly as follows: 

The hospital obtains the information necessary 
for the admission of the patient. Someone, prefer- 
ably the person in charge of admissions, takes the 
patient courteously to the floor or room, and turns 
him over to the nurse in charge. The cover for the 
history or chart is made, giving available informa- 
tion. This is given to the nurse. A copy of the 
admission is given to the office for the account. 
The intern on service is notified. If the hospital 
does not have interns, the attending physician is 
notified that his patient has arrived at the hospital. 
All patients’ discharge orders are signed by the 
attending physician. The office is notified when 
the patient is ready to be discharged. A card is 
sent to the office and if the account has been settled 
according to arrangements, an O. K. is put on the 
card; if not, either the patient or a friend of his 
is requested to come to the office. The nurse takes 
the patient to the door, and if necessary helps put 
him in the car. 

This paper has dealt with the procedure for 
patients who come in the regular way through the 
admitting office. If the patient is an emergency 
case, treatment is given first; the regular proce- 
dure may then be followed either at the patient’s 
bedside if the patient is able to talk or, if not, with 
his friends or relatives. If a patient comes in with- 
out being sent by a physician, except of course an 
emergency case, he should always be examined by 
an intern, the chief resident or a staff physician 
before he is admitted. A patient who is very sick 
should never be kept waiting. He should be taken 
to the room or bed immediately. Information may 
be obtained later from relatives or friends.’ 





Submedical Groups Are Made 
Subject of Study 


Releasing authentic figures revealing there are 
in the United States today approximately 47,000 
midwives earning $3,000,000 annually, 4,925 chi- 
ropodists earning $14,775,000 and 20,206 optom- 
etrists, Dr. Louis S. Reed in a report just submitted 
to the Committee on the Costs of Medical Care 
recommended “organized cooperation” between 
these “secondary practitioners” and doctors of 
medicine, and urged higher standards for them. 

Doctor Reed’s eighteen months’ study, which has 
just been published by the University of Chicago 


1Read at the meeting of the Ohio Hospital Association, Akron, March 
15-16. 
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Press under the title, “Midwives, Chiropodists and 
Optometrists—Their Place in Medical Care,” is 
the fifteenth in the series of studies being made 
by the Committee on the Costs of Medical Care 
under the chairmanship of Dr. Ray Lyman Wilbur. 

The committee will in the autumn of 1932 issue 
its final report which will include recommenda- 
tions based on its exhaustive five-year study into 
the problem of “the delivery of adequate, scien- 
tific medical service to all the people, rich and poor, 
at a cost which can be reasonably met by them.” 

Compared with the 142,000 active doctors of 
medicine, the 67,000 dentists and the 200,000 
trained nurses in the United States; the 72,131 
midwives, chiropodists and optometrists constituic 
an important percentage in the total number en- 
gaged in providing medical care in the country. 

The total number of such secondary practition- 
ers and the amount spent annually for their serv- 
ices, according to Doctor Reed, are: midwives, 
47,000, $3,000,000; chiropodists, 4,925, $14,775,- 
000; optometrists, 20,206, $50,000,000, including 
the cost of glasses they furnish; total, 72,131, 
$67,775,000. 





When Is a Hospital Liable for 
a Surgeon’s Negligence? 


Is a hospital liable for a surgeon’s negligence 
especially if the surgeon is a member of the staff 
and an officer and stockholder of the corporation 
that owns the hospital? 

The supreme court of South Carolina said “no” 
to this question in a recent suit brought against a 
private hospital because the operating surgeon had 
left a piece of gauze in the wound of a woman 
patient on whom he had performed an appendec- 
tomy. The case is reported in the Journal of the 
American Medical Association. 

The surgeon was chosen and employed by the 
husband of the patient, at the suggestion of her 
physician and not at the suggestion of the hospital. 
The fact that the surgeon was financially interested 
in the hospital had nothing to do with his em- 
ployment. 

The court held that the owner of a hospital, when 
it is conducted for gain and not for charitable 
purposes, is liable for only such damages as accrue 
from the injuries caused by the owner’s own negli- 
gence or by the negligence of his agents, servants 
or employees, each with the scope of his own em- 
ployment. 

If the surgeon employed by a patient or on his 
behalf is not an employee of the owner of the hos- 
pital, the owner is not liable for the negligence of 
that surgeon. Such was true in this case. 
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A County Hospital That Will Serve 
Also as a Health Center 


By Office of JOHN RUSSELL POPE and WILLIAM F. McCULLOCH 


Associate Architects, and 


S. S. GOLDWATER, M.D. 


Consultant, New York City 


HE Meadowbrook Hospital, which is to be 
erected by the County of Nassau, Long 
Island, N. Y., on a sixty-acre site near Hemp- 
stead, will stand in a pleasant countryside and 
occupy a central position with respect to the county 
it is to serve. 

Since the institution is designed for development 
as a public general hospital of 600 beds, a group 
arrangement has been adopted with a view to con- 
venient expansion by means of lateral extensions 
of the provisional structures. On the accompany- 
ing group plan it will be seen that the buildings 
are placed in two categories—those scheduled for 
immediate construction and those to be erected in 
the future. The first construction will include the 
central ward or patients’ building, a composite 
central service building, a unit for contagious cases, 
a nurses’ home, a structure housing help’s quar- 
ters, laundry and garage, and the power house; 
together these buildings will provide all the ele- 
ments required for the smooth working of a hospi- 
tal of 200 beds. 

Both the first and the later Meadowbrook build- 


ings will be grouped in roughly symmetrical 
manner about a general north-south axis, while 
the main entrance court, when formed by the first 
section of the nurses’ home and the subsequent 
administration building and west patients’ build- 
ing’, will be centered upon a secondary axis running 
east and west. An abundance of elbow room has 
permitted the use of buildings averaging three 
stories in height, but the ultimate spread of the 
completed plan will be no greater than is consistent 
with efficient centralized administration. The first 
ward patients’ building and the supporting central 
service unit are separated by a light court 70 feet 
in width, but since they are connected by a corridor 
at every floor they will function virtually as one. 
Other parts of the hospital do not require so close 
a connection as this, but they are nevertheless to 
be interconnected by underground passages. 
Exteriorly the principal Meadowbrook buildings 
have been designed in the spirit of the Greek 
Revival. Construction will be of reinforced con- 
crete, with brick walls finished in two tones 
of stucco and cast stone trimmings. While the 
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This and the lower plan represent the 
second and third floors, respectively, of 
the kitchen and operating building. 


hospital is planned to function properly upon the 
completion of the first six buildings, it is designed 
architecturally with a view to the future. As a 
result, the planners have made a studied effort to 
prevent unwarranted expenditure in the embellish- 
ment of those buildings which will “bring up the 
rear” in the completed group. 

The orientation of the group provides a broad- 
side southern exposure for all patients’ buildings, 
and the full value of this exposure has been utilized 
by the assignment of the entire south side of each 
floor to patients and the concentration of elevators, 
stairs and utilities on the north side. Of sixty beds 
on each typical ward floor, fifty-four are placed in 
nine six-bed wards which face south. Of the pa- 
tients’ rooms only the separation rooms, four in 
number with space for six beds in all, are on the 
north side of the building. All wards have a large 
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part of their exterior walls of glass, and open on 
to cantilevered balconies 514 feet wide. In the 
winter season when the sun is low such balconies 
will not interfere with the entrance of sunlight 
into the wards, and during the high sun of summer 
they will serve as an awning. At either end of the 
central or first patients’ building is a large solarium 
projecting in the form of a semicircle of continuous 
glass. 

The six beds in each typical ward are symmetri- 
cally disposed in two three-bed rows, with a short 
aisle of comfortable width between the rows. Each 
ward has a washbasin of the clinical type with lever 
controls, and standard electric equipment which 
includes semi-indirect illumination of two intensi- 
ties, convenience receptacles at the bedside, night 
lights placed below the level of the beds, nurses’ 
call system, fan outlets, power outlet for portable 
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This building is connected with the 
patients’ building by a long corridor, 
shown in the lower center of each plan. 
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x-ray equipment, and radio connection. The inten- 
tion is to provide an adjustable hanging curtain 
for each bed. In cubical contents the wards exceed 
slightly the legal requirement in New York State 
of 800 cubic feet per bed. 

In summer the wide open doors and windows on 
the southerly side of the almost square ward, and 
the double door with hinged transom which con- 
nects the ward with the adjoining cross-ventilated 
corridor, will help the prevailing southerly breezes 
to flush the ward freely. In winter ventilation can 
be maintained by means of a hinged transom cen- 
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attempt will be made here to describe the ward 
equipment in detail; it must suffice to say that due 
regard was paid to the control of disturbing noises 
at their sources, and that the location, equipment, 
finish and decoration of the various service rooms 
have been controlled by considerations of function. 

The children’s department to which a set-back 
fourth floor has been assigned, reproduces the 
principles of the typical floor, with somewhat 
smaller wards in which fixed cubicle partitions in 
place of hanging curtains separate the individual 
beds, and with a larger proportion of separation 
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trally placed over the double balcony door and by 
a hinged upper and lower section, opening inward, 
with which each side window is equipped. Ventila- 
tion in winter will be aided by mechanical exhaust. 

The ward plan, somewhat unusual for a general 
hospital, was motivated by a desire to take full 
advantage of the wide southerly extent of the site, 
in a section of Long Island where sun and breeze 
are invigorating, and also by the necessity of devel- 
oping a plan for a general county hospital in which 
a great variety of acute and chronic diseases are 
to be treated and where larger open wards would 
have prevented a proper classification of cases. No 


rooms. The children’s ward has its own solariums 
and roof spaces. Owing to its location, the chil- 
dren’s ward can be quarantined without disturbing 
the adult ward service. 

Until the erection of the administration build- 
ing and the second patients’ building to the west 
of the first central structures, the out-patient 
clinic, the administrative offices and the interns’ 
quarters of Meadowbrook Hospital will be on the 
first floor of the central patients’ building. The 
temporary public entrance is here, and the two 
solarium spaces on this floor will be used for the 
present as an out-patients’ waiting room and a con- 
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ference room, respectively. Subsequently, this 
floor will be recaptured for the exclusive use of 
patients, presumably of convalescents or chronics 
or both, who by means of ramps will have direct 
access to the spacious park, more than 400 feet 
wide and at least three times as long, that separates 
the patients’ buildings from the parallel boulevard 
to the south. 

Certain features of the service building as well 


as of other members of the group which must be 
grasped in order to understand the general plan 
will be summarized as briefly as possible: 
Kitchen: At ground floor level; central location ; 
level corridor connections with all dining rooms 
and with contagious building ; adjoins goods receiv- 
ing station and central storeroom; cold storage and 
central preparation room between goods entrance 
and kitchen proper; separate diet kitchen; ample 
windows; mechanical exhaust ventilation; pastry 
kitchen and scullery adjoining; space and connec- 
tions for heated food carts; planned for future 


Plan of the second floor of the 
patients’ building. 





expansion without costly rearrangement of original 
fixtures. 

Service Entrance: Level entrance from service 
court (wards face away from not towards service 
entrance); commodious lobby, general supply 
room adjoining, bulk storerooms next; direct con- 
nection with kitchen stores which in turn adjoin 
food preparation room; conveniently related to 
morgue, which, however, is entered through a sep- 
arate rear passage. 
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Emergency Department: Ambulance entrance 
at ground floor level; not visible from wards: 
plenty of elbow room for ambulances; two emer- 
gency rooms, one of extra size; separate receiving 
wards for men, women and children; isolation and 
detention rooms for psychopathic cases, opening 
off two private interior corridors which join central 
nurses’ control station; receiving baths; ready 
access to patients’ elevators; not far removed from 





First floor plan of the con- 
tagious building. 


the x-ray department and the operating rooms. 

X-Ray Department (second floor of service build- 
ing): Ample light and ventilation; constructed 
with usual safeguards; level connection to middle 
ward floor of three-story ward building; lies 
directly above emergency ward and just below 
operating rooms; separate rooms for radiography, 
fluoroscopy, radiotherapy, urology, dental x-ray 
work. 

Clinical and Pathological Laboratories, Basal 
Metabolism, Physiotherapy: Central location; ac- 
cessible from wards and O. P. D.; near operating 








rooms; share with x-ray department second story 
of a building which has a wider spread on the first 
floor and of which the second floor can be extended 
at minimum expense, when and as more space is 
required. 

Operating Rooms: On top floor of service build- 
ing; isolated, quiet, no through traffic; size of 
major operating rooms 17 by 19 feet; separate 
operating room, which can be darkened, for head 
work; air conditioning equipment; complete 
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A bird's-eye vie w of the Meadowbrook Hos- 

pital as it will appear when the entire plan 

of expansion has been carried out is shown 

above. At the left appears a cross-section of 

the balconies of the patients’ building, show- 
ing details of construction. 











equipment for sterilization of dressings and 
for both dry and wet sterilization of utensils and 
instruments; supervisor’s office; instrument room; 
anesthesia room; recovery and dressing rooms. 
Labor and Delivery Rooms: Temporarily located 
at one end of the operating floor, but open off iso- 
lated passage and independently equipped. (This 
is purely a provisional arrangement; eventually 
labor and delivery rooms will be removed from 
operating rooms and will be in suitable physical 
relation to an expanded maternity service.) 
Contagious Building: Initial capacity thirty 
beds; can be expanded by extension of central sec- 
tion without duplication of service rooms; even- 
tually the entire building is to be duplicated. All 
patients’ accommodations on first floor; admission 
department so arranged that patients can be 
distributed to ward subdivisions without confusion 
or unnecessary contact; largest single ward has 
four beds, with individual cubicles; numerous 
single and double rooms; each ward and room has 
its own water supply and toilet facilities; nurses’ 
station, supply rooms, diet kitchens, and dish 
sterilizing room so located as to minimize nurses’ 
travel; detention room for cases of doubtful classi- 
fication adjoins admitting room; minor operating 
room; visitors’ lobby; separate bathing and dress- 
i. ing units for (a) incoming patients, (b) patients 
—— about to be discharged, (c) doctors and (d) nurses. 
























Sections of the patients’ floor can be opened or 
closed according to need. Central kitchen on ground 
floor-can be used more economically as service 
room, receiving prepared food from main kitchen, 
when contagious cases are few; adjoining the 
kitchen, on the ground floor, are dining rooms for 
nurses and help. Sterilization of mattresses, linens 
and patients’ clothes, morgue, storage space, room 
and bath for resident cook, porter or maid, also on 
ground floor. Building framed for future second 
story over central section, to house nurses on con- 
tagious duty. 


A Genuine Community Institution 


Nurses’ Home: Present construction includes 
one section of a building to be completed in three 
stages. Recreation and teaching rooms occupy half 
of first floor. Second and third floors are typical; 
each floor has central sitting room and two major 
plumbing stacks, conveniently distributed ; showers 
and tubs; end rooms (larger than typical central 
rooms) arranged in pairs with connecting baths. 
Building framed for additional story of bedrooms. 
Present construction includes loggia at fourth- 
floor level. 

Laundry, Help’s Dormitory, Garage: Composite 
building with well lighted laundry placed at base- 
ment level to facilitate traffic; connecting corridors 
communicate with all related hospital buildings; 
space reserved for added future equipment. Ga- 
rage accommodates four vehicles; yard remote 
from wards. Three dormitory floors; building 
framed for additional future story; dormitory 
floors divided at the middle to provide separate 
quarters for the two sexes; living room for each 
group adjoining entrances on first floor ; bedrooms 
for domestic employees do not face wards or 
nurses’ quarters. On the completion of the larger 
hospital, this building will be assigned to one sex 
and a smaller structure erected for the opposite 
sex, in the location assigned to it in the general 
plan. 

Power House: Boiler capacity sufficient for pres- 
ent needs; plan provides for future expansion. 
Electric current to be supplied for the present by 
Public Service Corporation. Building includes 
machine rooms, various repair shops, engineer’s 
office. Incinerator connected with main stack. Stack 
well north of patients’ buildings (prevailing 
summer winds are from the south). 

The board of managers composed of the Hon. 
George L. Hubbell, president, Col. A. S. Dwight, 
H. L. Hedger, Joseph J. Kerrigan and Dr. Benia- 
min W. Seaman cooperated in every way possible 
with the architects and the consultant. Holding 
office under the county board of supervisors, the 
board of managers, a volunteer group composed 
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of citizens of the highest type, has undertaken the 
task of erecting, equipping, organizing and di- 
recting Meadowbrook Hospital and has aimed to 
create an efficient county health center. The board 
has followed the planning of the hospital with 
the utmost care and has passed upon all crucial 
matters of ‘policy and program. Meadowbrook 
will give to Nassau County its first public general 
hospital, its first and only wards for the care of 
contagious diseases, its first public out-patient 
service, an emergency service of which there is 
great need, and observation wards for mental 
cases. Meadowbrook will also provide laboratory 
facilities for the local medical profession, and will 
take an active part in the social hygiene movement, 
in contributing to the care of chronics and conva- 
lescents, in graduate medical instruction and prob- 
ably in the training of nurses. In brief, it will aim 
to do everything that was stressed in the course 
of a well directed campaign of education, ably con- 
ducted in a spirited and highly intelligent manner 
under the direction of the local medical society, 
which prompted the voters of the county to sanc- 
tion the project of building an up-to-date county 
hospital. 

Acknowledgments are due to H. Hall Marshall, 
to whom the development of mechanical plans and 
specifications was entrusted and who has been inde- 
fatigable in his efforts to provide a thoroughly 
modern plant, and to Alexander D. Crosett, who 
acted as structural engineer. 





A “Benefit Without Cost” Is Unique 
Method of Raising Money 


What was designated as a “Benefit Without 
Cost” was sponsored recently by the Neurological 
Institute, New York City. 

An attractive and unique announcement was 
sent to friends, both real and prospective, of the 
institute, with the following wording: 

“Last year we gave our first Unattended Benefit. 
The response was generous and all the money was 
used directly for the care of poor patients. 

“The costs of a theater benefit reduce the net 
proceeds by 40 per cent. 

“We need help. 

“In 1931 the operating deficit of the hospital 
was $100,000. In 1931 the free care given amounted 
to $87,000. 

“Will you give the equivalent of a box or as 
many tickets as you can?” 

Enclosed with the announcement was a card 
bearing a list of prices of the cost of boxes and 
seats to the subscribers to the Unattended Benefit. 
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By JOSEPHINE E. THURLOW 


Superintendent, Cambridge Hospital, Cambridge, Mass. 


injustice to such vested interests as hospitals, 

the existing situation must either be accepted 
or else some legalized method of “offset”? must be 
adopted. In the latter situation the method of 
“offset” should be carefully planned, all pertinent 
information gathered and a long and tactful siege 
determined upon. 

It is commonly held by that group of hospitals 
classified as philanthropic that funds left for char- 
itable purposes should not be diverted for the 
benefit of any organization maintained for profit. 
Profit making organizations include insurance 
companies and contract work with certain agencies 
at rates lower than the cost of service. 


What the Supreme Court Has Ruled 


Under the rulings of the United States Supreme 
Court it appears that legislatures have no right to 
fix rates for service not impressed with a public 
interest; that service rendered by hospitals is not 
so impressed; that legislatures, or state boards, 
or officers acting under legislative authority, may 
not fix rates below the cost of service rendered. 

With the acceptance of the foregoing opinions 
as equitable, the basis for the following procedures 
is obvious, and while it may apparently work a 
hardship upon the patient or appear to increase 
the hospital’s deficit, in actual practice it dces 
neither. The hospital should: 

1. Hold the patient or his legal guardian solely 
responsible for the hospital’s service to him. 

2. Decline all financial transactions with insur- 
ance companies except when on terms specified by 
the hospital, in which instance it should take no 
steps until the insurance company has supplied a 
written guarantee covering the hospital’s terms. 

5. Send no bills to an insurance company except 
by the company’s written request, in which case 
the bill should cover the regular hospital charges 
in full. Either a form letter should be enclosed or 
else there should be entered on the reverse side of 
the bill information to the effect that “this bill is 
sent at your request” or “at the patient’s request” 
and that “the hospital holds this patient respon- 
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sible for services that have been rendered to him.” 

4. Accept no check from an insurance company, 
no matter how temptingly large the amount, which 
does not entirely cover the hospital charges. It 
should be returned with a form letter. (In time 
the local insurance company Will have accumulated 
many of the hospital’s letters but they may keep 
on “trying the hospital out.’’) If the check is in 
full and the hospital accepts it, the patient should 
be asked to sign a “Request for Acceptance” form. 

5. When an insurance company desires the serv- 
ices of the hospital, as the wiser investment for its 
(the company’s) own interests, the hospital should 
obtain the company’s written guarantee of full 
payment for each in-patient or out-patient. The 
difficulties of carrying out this system must be 
anticipated ; they will, however, gradually decrease. 
The advantages are twofold: (1) The hospital 
loses no more in financial returns than would be 
lost through services to “nonpaying” patients who 
do not come under the Workmen’s Compensation 
Act, or when the judgment is not in favor of a 
patient in the “nonpaying” class; (2) the value of 
tactfully pursuing a policy that educates the indus- 
trial leaders or employers of the locality has a 
noticeably beneficial effect on payments “in full.” 


Analyzing the Situation 


In a consideration of the rights of all groups 
concerned, there should be borne in mind the 
analysis of the situation made by Dr. E. H. 
Downey, who said, “From the modern demoeratic 
standpoint the test is one of minimum social cost: 
that distribution of unavoidable losses is to be 
preferred which imposes the least hardship upon 
individuals and results in the smallest diminution 
of the communities’ economic assets.”’ Doctor 
Downey goes on to say, “The principle of compen- 
sation is most conveniently and effectively applied 
by treating the economic cost of industrial injuries 
as a direct expense of production in the same cate- 
gory with wages, machinery and materials. The 
employer in our entrepreneur system of industrial 
management is the keeper of the purse; it is his 
function to assemble the instruments of produc- 
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tion and to include the expenses thereof in the 
price of the product. He will protect himself by 
insurance against unusual loss and will incorporate 
the cost of industrial injuries in the price of 
vended goods and services.” 


The Hospital's Side of the Question 


These conclusions are quoted for the following 
reasons: Doctor Downey is nationally acknowl- 
edged as an outstanding authority on workmen’s 
compensation; in carrying out an educational pro- 
gram in this field, the first objection encountered 
is usually a statement by the manufacturer that if 
hospital costs are to be paid in full, this will in- 
crease his insurance rates, he will have to com- 
pensate in charging more for his product, and 
competition is so close he cannot do so; in an indus- 
trial center the hospital is unquestionably one of 
the community’s soundest economic assets. All 
discussions between employers and the hospital 
should be carried on by the superintendent or by 
thoroughly informed assistants to whom this 
responsibility has been delegated in the superin- 
tendent’s absence. Time and patience are required 
to educate the manufacturer to accept the hospital’s 
point of view; he does, however, readily see that 
to direct charitable funds for “outside” profit 
lessens the amount of free service available and 
increases the taxes to such an extent that it be- 
comes necessary to apply for city aid to care for 
surplus patients and in turn he reimburses the city 
through his increased taxes. 

The objection is raised that under such a system 
the hospital must wait for its pay if the patient is 
too poor to meet the bill. 

Is there any insurance case of the type herein 
discussed where the hospital does not wait for its 
pay—two years possibly—until the case has gone 
before the state industrial accident board? The 
hospital will wait either way. 

If the patient’s claim is approved the bill is then 
paid in full by the patient in the majority of cases. 
With the occasional “bill dodger,” the hospital’s 
attorney should be ready to bring suit against the 
patient at once. 

This, by prearrangement, should not involve a 
loss of more than 25 per cent of the hospital bill 
and approximates a similar loss, if not more, in 
transacting business with an insurance company 
on the basis of most existing laws which fix the 
rates at less than the standard hospital rates. 

There is less dissatisfaction in diverting the 25 
per cent to the hospital attorney—he has earned it 
—and considerable satisfaction in living up to a 
right principle and in taking another step forward 
in educating the community to an existing in- 
justice. 
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This method would not be practicable for hos- 
pitals averaging more than 2,000 casualty cases a 
year or for hospitals in large urban centers. The 
time involved might offset the financial saving, 
and the connections between industrial organiza- 
tions and the hospital are not so closely related. 
The method outlined is slow but sure. 

Education begins with the hospital’s governing 
board, extends gradually to local employers and 
members of the chamber of commerce and must, in 
time, bring sufficient pressure to bear on resident 
members of the state legislature to result even- 
tually in a law that does not bear the earmarks of 
class legislation. 

Hospitals for the most part, share largely in 
the employer’s financial responsibility for injured 
employees but they have no part in the profits 
accrued to the employer by the product of labor. 

Hospitals keep down the employer’s cost of 
production and increase the profits of insurance 
companies. 

No bibliography has yet been prepared in rela- 
tion to this nationwide hospital problem; the fol- 
lowing references will serve, however, to set forth 
the situation at the present time. 
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Fewer Chicago Babies but More 


Born in Hospitals 


About six thousand fewer babies were born in 
Chicago in 1931 than were born in 1930, according 
to figures recently published by Dr. Herman N. 
Bundesen, city health commissioner. Incidentally, 
fewer Chicago babies were born in homes than in 
hospitals, the figures show. 

In 1930, 58,083 babies were born in Chicago— 
39,470 in hospitals and 18,613 in homes. In 1931, 
this number had decreased to 52,993—37,250 in 
hospitals and 15,743 in homes. 

Of the relative proportions of Chicago babies 
born in homes and in hospitals since 1926, Doctor 
Bundesen presents the following percentages: in 
1926, 55 per cent of the babies were born in hos- 
pitals; in 1927, 59 per cent; in 1928, 62 per cent; 
in 1929, 64 per cent; in 1930, 68 per cent; in 1931, 
70 per cent. 

These figures, it is pointed out, are almost the 
reverse of general statistics throughout the coun- 
try, which is approximately 70 per cent in the 
homes and 30 per cent in the hospitals. 
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Buying and Selling as Seen 
by a Salesman 


By PLINY O. CLARK 


ELL that salesman I’m busy.” 

This remark was made by a superin- 
tendent of a church hospital and, unfor- 
tunately, was overheard by a salesman. It contains 
food for thought. First, it shows a lack of under- 
standing on the part of the superintendent or 
buyer as to what benefit he may derive from a 
salesman and, second, it reveals a poor selling 
technique on the part of an earlier salesman who 
may have been handicapped by an unpleasing ap- 
pearance, inadequate preparations or a negative 
personality. At. any rate there was antagonism 
where there should have been understanding be- 
tween buyer and seller. 

In the very nature of hospital business, the 
buyer, whether steward or superintendent, must 
interview salesmen, since it is not always possible 
for him to visit the store or the factory to make 
a personal selection of equipment or supplies. The 
salesman, therefore, should be a happy medium 
both for buyer and seller. Toward the buyer, the 
salesman should act as an expert authority on the 
quality, the fabrication and the use of his com- 
pany’s goods; he should understand the buyer’s 
needs and temper his recommendations to fit those 
needs. Toward the salesman, the buyer may well 
direct perfect frankness mixed with adroit ques- 
tioning. In this way the best side of the salesman 
is brought out and valuable information as to the 
product in question is obtained. 


(¢ 


Various Methods of Buying 


In large hospitals, buying may be reduced to 
a science if it can be directed by a person of 
experience. Such a purchasing department will 
have files giving definite specifications for each 
article to be bought, these to be changed as re- 
quirements change or altered to keep up with the 
times. In a parallel file, prices will be kept up 
to date and a running inventory of stock will be 
available. These are some of the fundamental 
requirements of a satisfactory buying department. 

The majority of hospitals, however, in the ab- 
sence of a well directed buying department, must 
depend upon a superintendent encumbered with 
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the countless details of institutiona! management 
or possibly upon a dietitian whose activities lie 
in another direction. Again, the buying may de- 
pend upon the superintendent of nurses who 
already has more than her share of responsibility 
in looking after the nursing part of the problem. 
In such cases, the buying is anything but scien- 
tific. The reason given for buying usually is as 
follows: “I liked the salesman so | bought it.” Or, 
“It was the cheapest thing I had seen.” 


The Evolution of the Salesman 


Rumor has it that the traveling salesman as 
such will disappear one of these days. Perhaps 
that rumor will become a fact with the greater 
use of the radio, of television and other scientific 
marvels. Since, however, the much maligned trav- 
eling salesman is still with us, possibly a bit more 
information about this person may not be amiss. 

In the earlier days, a peddler took a pack of 
goods on his back and sold them from door to 
door. The goods sold, he had money with which 
to purchase more goods and, if lucky, a certain 
profit with which to meet a few of his personal 
necessities. From that day to this, the same funda- 
mental requisites for salesmanship remain. The 
manufactured goods must be sold. The buyer 
needs certain products. The joining of the two 
needs is the business of the salesman. With the 
ever increasing speed with which we are moving, 
this job is no mean task, for knowing the article 
and its price today is no assurance of the morrow. 
The salesman must be alert to momentary changes 
on the part of buyer and manufacturer alike. He 
must know more than price. Use, service and end 
results all require attention, not to speak of the 
“psychology of selling.” 

Salesmen are employed in many ways, usually 
on a small salary with an allowance for traveling 
and hotel expenses and with a commission for 
amounts sold over a minimum quota. Again, there 
may be a salary without commission, but with an 
allowance for running expenses. Then, there may 
be the straight commission form of payment when 
the salesman pays all expenses and receives a 
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commission only on what he sells. In any event, 
the expense incurred must be met from the sales 
made and, when the expenses exceed the profits 
made, the salesman is the loser. 

All of this means that a salesman, if he is to 
succeed, must usually sacrifice a home. He must 
be at the beck and call of seller and buyer alike. 
He must possess enthusiasm, personality and a 
knowledge of his goods. He must have a pleasing 
personal appearance and he must be well groomed. 
Last but not least he must be able to obtain the 
dotted line signature. 


What Each Means to the Other 


If we were to believe the usual stories about 
“traveling salesmen,’”’ we should suppose them to 
be wastrels, frequenters of night clubs altogether 
and generally “‘no-account” fellows; yet we realize 
that ability and success do not show through such 
channels in this work any more than in other work. 

Are there then a few generalizations in which 
we may indulge in this happy meeting of buyer 
and seller, since each seems necessary to the wel- 
fare of the other? 

First, with the buyer or superintendent, it is 
well that certain definite standards or specifica- 
tions should be set up as to the quality and the 
amount of each article to be kept on hand. Hav- 
ing determined these points, the superintendent 
would then be wise to establish standards in buy- 
ing—that is, when and how to buy. Certain sea- 
sons yield the best prices in some lines while with 
other articles the prices have to be followed from 
day to day or from week to week. A good buyer 
is that one who purchases quality consistent with 
the best price obtainable. So, having the right 
specifications, the best prices and an inventory 
of stock, with a definite method of buying, the 
buyer should make the most of each master sales- 
man—learn from him and keep an open mind on 
quality, service and price. Even if there is no 
prospect of an immediate order, the superintend- 
ent should receive the salesman courteously any- 
way and expect the same treatment in return. 

Second, the salesman should strive to fit him- 
self as a master salesman in every particular. He 
must watch his appearance and greet every buyer 
with a smile no matter how lonesome or down- 
hearted he may be. He should enter the buyer’s 
office with enthusiasm and leave with the knowl- 
edge that he has created a good impression. He 
must impart knowledge, not bare statements. 
Neither must he waste the buyer’s time nor his 
own. He should be resourceful and to the point, 
refusing to stoop to the slightest criticism of his 
competitor or his competitor’s goods. He must 
study his buyer, learn his wants and his needs 
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and endeavor to satisfy them. A request for 
samples, for reports on tests or for further infor- 
mation must never be overlooked. 

A Michigan jobber recently suggested that the 
following be used as daily tests by his salesmen: 

1. Was I physically fit? 

2. Did my personal appearance bespeak pros- 
perity or success? 

3. Did I make sure that my approach was well 
timed, and did I make proper efforts to avoid 
interruptions ? 

4. Did I at least make an effort to discover a 
possible angle of approach to the customer? 

5. Was my greeting sufficiently cordial, busi- 
nesslike and important? In other words, could | 
have made a better impression? 

6. Did I waste too much time with nonessen- 
tials? Or was the customer’s personality of such 
a nature as to justify talk of nonessentials? 

7. Did the prospect’s coldness weaken my ap- 
proach? And did I allow this coldness to develop 
to the point of resistance? 

8. Was I sufficiently alert to gather from this 


- approach any suggestion regarding the best 


method of putting my proposition? 

9. Did I carefully watch for a spark of interest 
and remember the point which obviously aroused 
interest, and did I come back to the point and 
elaborate upon it? 

10. Did I quickly discover the one objection 
which would have to be removed before the sale 
could be made? 

In a word, courtesy and consideration on the 
part of both buyer and the salesman should mean 
larger profits for both. 





A Fifty-Year Fight That Brought 
$3,000,000 to One Hospital 


After court suits that have extended over a 
period of fifty years, the Pennsylvania Hospital, 
Philadelphia, was recently awarded $3,000,000 in 
Orphans’ Court, says the Philadelphia Inquirer. 

Alexander J. Derbyshire in 1879 left $300,000 
in trust, providing annuities for three relatives. 
Since the annuities were the only sums paid out 
of the estate, it now amounts to $3,081,531. The 
hospital tried twice to get some of the money— 
in 1880 and in 1913—and failed. On April 14, 
1931, however, the state legislature enacted a bill 
providing that a court might terminate a trust 
fund provided in any will made prior to the act 
if all parties affected agreed. The trust under Mr. 
Derbyshire’s will was therefore terminated by the 
payment of the more than $3,000,000 to the sole 
surviving legatee. 
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Striving for the Ideal in Food Service 


By F. A. CARMICHAEL, M.D. 


Superintendent, Osawatomie State Hospital, Osawatomie, Kan. 


HE proper distribution and service of food 

in a large institution is only one, though a 

major one, of the problems of hospital ad- 
ministration. Like nearly all the other problems 
of hospital management its solution depends on 
several factors, which may be mentioned in the 
order of their importance, as follows: (1) organi- 
zation, (2) physical equipment, (3) the proper 
selection of foods, (4) adequate sanitation and (5) 
an ideal. 

A discussion of these factors must take into 
consideration the fact that the hospital executive 
cannot be a chef, a master mechanic, an engineer, 
a brick mason, a landscape architect or fill all of 
the other positions required in an efficiently oper- 
ated institution. Therefore, if successful and satis- 
factory service is to be achieved his subordinate 
personnel in these various departments must be 
endowed not only with the skill of their craft but 
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with executive capacity, pride of achievement, 
resourcefulness and cooperative spirit. Possessing 
these, the subordinates must be permitted to exer- 
cise their individual judgment and initiative in 
deciding the matters in which their particular 
department may best be perfected. 

In the opinion of many who have for a long time 
been in contact with hospital kitchens, the prep- 
aration of palatable food and its proper service is 
becoming a lost art. This is largely traceable to 
certain factors, such as the tendency of the 
employee in the kitchen and elsewhere to reduce 
time on duty and physical effort to a minimum; 
force of habit and a strong distaste for adopting 
new methods; inefficient assistance; inadequate 
physical equipment which increases and handicaps 
the efforts of kitchen help; lack of critical judg- 
ment in the purchase of food supplies on the part 
of purchasing agents who only too frequently see 





This kitchen was designed to prepare food for 200 patients. Hot food is distributed to the patient floors in thermal carts 


like the one shown at the left. 
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nothing beyond the price mark in the supplies they 
provide, and the tendency of bidders to submit 
substandard food at prices that appear attractive 
to purchasing boards. Thus the purchase of in- 
ferior grades of spices, extracts, canned goods, 
meats, sugar, flour and vegetables is the rule 
rather than the exception. Proper equipment is 
often lacking for conveying food to wards and 
tables at the proper temperatures and in institu- 
tions devoted to the care and treatment of mental 
cases, too few employees are assigned to the kit- 
chen service. 


Monotonous Menus Kill the Appetite 


In no department in the hospital organization 
is intelligent cooperation more necessary or more 
appreciated than in the kitchen and dining service, 
and no department demands more in the expendi- 
ture of judgment and conscientious effort on the 
part of its personnel. Half cooked, unseasoned, 
cold or unattractively served food discourages the 
appetite of even the most robust and vigorous 
person. A fixed rotating weekly menu has the same 
effect. If we know that we are to have beans on 
Monday, stew on Tuesday and prunes on Wednes- 
day, we are apt to develop a distaste for the fixed 
daily menu in advance of its service. 

It is argued by some that the preparation of 
food in large quantities precludes the possibility of 
serving it as attractively as when it is prepared in 
smaller amounts for fewer people. This is a fallacy. 
The greatest difficulty encountered in achieving 
satisfactory food service lies in the fact that a large 
share of those purporting to be cooks are without 
pride in their calling and do not regard the prep- 
aration of food as an art but consider it merely as 
a job to be performed perfunctorily with as little 
effort as possible. They do not thrill to a sense of 
worthy achievement, but have in view only the 
weekly or monthly check. Most of them are 
prompted by an honest desire to render efficient 
service but fail to realize that a good cook for a 
farm or a lumber camp falls far short of meeting 
the requirements of a hospital. On the other hand, 
the supertrained and high-powered dietitian who 
knows more about calories than the man who first 
named them is frequently so lacking in common 
judgment and horse sense that she is apt to be a 
liability rather than an asset. 

The cook who is convinced that baked potatoes 
should be set out to cool for half an hour before 
being served, or that coffee should be boiled for at 
least an hour is as acceptable as the dietitian who 
knows all about vitamins, carbohydrates and 
caloric values and has an imposing diploma, un- 
bounded confidence in herself and a vast practical 
inexperience. 
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A satisfactory workshop is necessary if the cook 
is expected to produce results either in economy o1 
in service. The kitchen equipment throughout 
should be of material that will offer the least im- 
pediment to absolute cleanliness. Floors and sid 
walls in particular should be of materials and 
construction that will withstand daily scrubbing. 
Ample light, free ventilation, proper provision for 
drainage and modern refrigeration methods are 
the first essentials. Ranges, steam kettles, roasters, 
urns and other cooking equipment should be 
chosen with proper regard for outward appearance 
and the ease with which they may be kept clean 
and polished. We have found the noncorrosive 
metal jacketed fixtures admirably adapted to our 
purpose, and prefer this construction to the vitre- 
ous enamel kettles for rough usage and prolonged 
wear. Modern labor saving equipment, such a3 
food choppers, potato peelers, egg and potato 
beaters and dishwashers, while for long viewed 
with suspicion and distrust, have proved their 
worth and economy after critical trial. Their 
presence in the kitchens lends importance and 
completeness to the ensemble, stimulates the pride 
of the chef or cook, lessens drudgery and gives 
more time for a consideration of problems of food 
preparation. 

In short the kitchen must be made attractive 
and planned for efficient management. Cooks usu- 
ally do not complain of their task of cooking but 
object to spending the major portion of their time 
supervising the cleaning up process that follows a 
meal, when the surroundings are dismal and 
grimy and the utensils unsightly. 


Measures of Economy and Convenience 


A major part of the funds expended in the 
operation of the larger hospitals goes for food 
service, therefore every element that may contrib- 
ute to the efficiency or economy of this department 
is of vital importance. Inadequate refrigeration 
has perhaps been responsible for more waste and 
loss than any other single factor. All ranges and 
kettles should be placed under a single canopy. 
Steam and odors may be removed by a small ex- 
haust fan so placed as to remove them directly 
from the canopy, thus avoiding the accumulation 
of moisture and grease on the ceiling. The use of 
noncorrosive metal for stock pots and other large 
cooking containers has been found satisfactory 
because it is durable and easily cleaned. 

Proper coordination of the preparation and 
service of foods must be maintained. Food that 
leaves the kitchen warm and appetizing is fre- 
quently cold and clammy by the time it reaches the 
patient on the next floor. This may be obviated by 
the use of electrically heated thermal carts, which 
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are in reality mobile steam tables. These are 
usually plugged into sockets half an hour before 
the meal is ready to serve and preheated. When 
the food is ready for transfer, the containers are 
lilled with hot food and the cart is moved to a diet 
kitchen or a distant dining room. It is again 
plugged in and the food is kept hot and appetizing 
for any desired period. This type of equipment 
is not standard but is constructed to meet the needs 
of the hospital for which it is designed. 

The average man executive knows less about the 


organization and maintenance of a proper food 
service than about any other department under his 
direction. Consequently the supervision usually 
falls under the direction of a matron or a house- 
keeper. Her capacity is directly reflected in the 
quality of the food and its service. 

Several years ago I sought the assistance of an 
experienced hospital head in finding a good 
matron. He looked at me sadly and said, “Son, 
they’re like Santa Claus, there ain’t no such ani- 
mal.” His pessimism was the outgrowth of years 
of disappointing experience. Many hospital heads 
share the same view. In most instances, however, 
the failure to secure reasonably satisfactory results 
in food service is due to the fact that kitchens are 
carelessly supervised. No fixed and definite stand- 
ards are set except perhaps that meals must be 
prepared and served on time. When a definite 
standard of efficiency is established it requires in 
most cases only a minimum of supervision to main- 
tain that standard. Kitchen help must be given a 
clear understanding of the fact that all food, no 
matter how simple, must be carefully prepared, 
thoroughly cooked, properly seasoned and that 
almost every article of the ordinary hospital 
dietary may be prepared in a variety of ways 


In this larger kitchen food for as many as 800 patients can be prepared, 
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without additional expense, thus avoiding a monot- 
onous and routine service. 

Domestic and serving help must be made to feel 
the necessity for a proper and appetizing display 
of food, for after it leaves the kitchen the cook's 
responsibility ends. Food must not be dished up 
and allowed to cool if its palatability depends on 
its temperature. It should be placed before the 
patient in as attractive a manner as possible. 

In general hospitals where extensive tray serv- 
ice is necessary, the expediency and wisdom of 
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making trays attractive is recognized. If taste- 
fully and daintily served a small piece of toast and 
a cup of tea will be accepted by even a hungry 
patient without protest, while a more varied, ex- 
pensive and elaborate serving carelessly prepared 
and served in a slovenly manner excites resent- 
ment and disgust on the part of the patient, and is 
remembered long after other experiences of hos- 
pital residence have been forgotten. 

In hospitals where special types of ailments are 
treated, such as mental hospitals, it is argued that 
extreme care and pains are unnecessary as many 
of these patients are so clouded mentally or have 
progressed so far toward the vegetative stage that 
they are insensible to the quality or appearance 
of the food with which they are served. This argu- 
ment holds good only for certain classes, always 
in the minority. These patients’ beds are made 
painstakingly, they are dressed carefully and they 
are kept as clean as the less clouded types. Why 
should not our solicitude extend to the service of 
their food which is the only thing in life that most 
of them are capable of enjoying? 

The selection and purchase of proper food does 
not present the same problem for the small hos- 
pital, say of fifteen to fifty beds, as it does for the 






















74 THE MODERN HOSPITAL 


larger hospital of 1,500 to 2,000, but the same 
general principle applies to both, that is, that 
careful and critical buying is essential. Hotels and 
restaurants catering to from 1,000 to 2,000 guests 
use the most rigid system of inspection of kitchen 
supplies purchased. They have found by expe- 
rience that inferior supplies produce inferior 
food, and although they purchase large quantities 
on standing orders, inferior supplies are always 
rejected. 

The greatest difficulty in maintaining a satis- 
factory food service is encountered when the 
purchasing agency is not in intimate touch with 
those who prepare and those who consume the 
food, especially when supplies are bought on a 
contract basis on competitive bids. In such cases 
the most rigid specifications are frequently evaded 
by the contractor, for as a rule those concerned in 
the preparation of food know nothing of the 
quality of the samples on which the award was 
based. Half packed canned goods, half trimmed 
hams and loins, tough stringy beef carcasses with- 
out an ounce of fat, lima beans with celluloid outer 
coverings and steam resisting centers, cereals full 
of weevils, currants that are half gravel, these and 
a thousand other annoyances result. Whenever 
cheap and inferior supplies are used, the waste, 
slops and refuse increase, and whatever economy 
might seem to accrue from the purchase of inferior 
food supplies is swallowed by the increasing waste 
in serving. 

The problem as may be readily seen is solved 
by a proper plan, critical maintenance and pains- 
taking supervision. 

Every hospital has its ideal as to service in each 
of its departments, but the food service is apt to 
receive the least serious study and attention. Instill 
in your food service department a proper pride and 
a proper ideal and you will be surprised at the 
happy response it will bring. 





Medical and Hospital Care in 
Vermont Studied 


The “poor” do not receive necessary medical 
care, at least in so far as is shown by a typical study 
in Vermont, published by the Committee on the 
Costs of Medical Care. 

It was found that at least 30 per cent of the 
money expended was wasted because of self-medi- 
cation or inferior practitioners. More than $7,500,- 
000 is expended annually in Vermont, more than 
$2,000,000 of which is wasted, it was explained. It 
was further discovered that 70 per cent of the peo- 
ple studied had no dental care of any kind during 
the year. 











Vermont was chosen for study because it was 
considered representative of agricultural New Eng- 
land and other historically mature communities, 
and because its problems, as the report repeatedly 
points out, are fairly typical of a substantial par: 
of the United States. 


What the Survey Shows 


Other striking facts revealed by the survey in- 
clude: 

1. Costs of sickness to families are distributed 
unevenly, the annual expenditure ranging in the 
families studied from fifty cents to $1,400. Of 
approximately 1,300 rural families intensively 
studied, 17 per cent paid 62 per cent of the total 
costs incurred by the entire group. 

2. Mileage charges by doctors for visits to out- 
lying districts, usually fifty cents a mile one way, 
in addition to the fee, intensify this unevenness, 
and dispose farm families to put off calling the 
doctor. 

3. No central board or agency is available to 
plan the provision of medical facilities according 
to the needs of the people; to decide, for example, 
whether new hospitals are required, and if so, what 
kinds and how large they should be, and where 
located. 

4. Seventy per cent of the people studied had 
no dental care of any kind during the year. 

5. In a few rural communities in the state, sub- 
sidies are paid to physicians out of tax funds, thus 
assisting them to earn an adequate living and mak- 
ing a doctor accessible to citizens in the locality. 
Elsewhere, physicians often have difficulty making 
ends meet. 

6. Osteopaths average an annual net income of 
$4,454, an income higher than that of either phy- 
sicians, who average $4,310, or dentists, who aver- 
age $4,187. 

7. Physicians employed on full-time salaries 
earn, on the average, $1,000 a year more than phy- 
sicians in private practice. 

8. Rural doctors utilize modern laboratory pro- 
cedures but little and frequently practice without 
the technical advantage afforded by a hospital. 

9. Though there are, in general, enough hospital 
beds in the state, they are not used to the extent 
that good practice requires. There is almost no 
out-patient, clinic, or follow-up activity, and the 
fact that at least six hospitals do not own a micro- 
scope is taken as illustrative of certain deficiences 
in diagnostic practice. 

10. Preventive medicine is sorely neglected. 
There is a great disproportion between the expendi- 
ture for public health work, thirty-one cents per 
capita annually, and for nervous, mentally unsound 
and feeble-minded persons, $2.45 per capita. 
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Making Smooth 
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the Way of the 


Social Worker 


By JOAN MYERS 


Medical Social Worker, Hamot Hospital, Erie. Pa. 


UAT is the recognized status of the 
social worker in the small hospital? 
And what official recognition should she 


have in order to do a constructive case work job? 
These are questions every social worker asks her- 
self at least fifty-two times a year. Ske talks them 
over with her co-workers, but, alas, the questions 
are seldom discussed by the persons who could 
ameliorate the situation. 

Large well financed hospitals accept an efficient 
social service department as one of the vital parts 
of the hospital organization. They demand a 
trained experienced director and an efficient corps 
of workers. The director of social service is a rec- 
ognized department head and as such she must 
function. The place and part of her department 
in the functioning of the institution are under- 
stood. She has her advisory board, which plays a 
large part in her work. Her workers are assigned 
to a particular phase of work—to diabetics, to 
cardiac cases, to tuberculous cases, to psychiatric 
cases, to orthopedic cases, to pediatrics or mater- 
nity cases or to any one of several types of cases, 
depending upon the number of workers. 


The Physician’s Co-Worker 


The social worker is not only responsible for 
social case work among her patients in the hos- 
pital, she must work also among her particular 
group in the out-patient department. She is in- 
terested in the study and treatment of diseases in 
connection with the social conditions and ills that 
may influence their fluctuation. She becomes a 
specialist in this line of endeavor, but she never 
attempts a diagnosis or prognosis. According to 
the ethics of her profession, she might as well at- 
tempt to perform a thyroidectomy. She is accepted 
by the physician as a co-worker, to aid him in his 
work. The two are interdependent. He depends 
on her for social history, social diagnosis and post- 
hospital care; she depends on him for medical 
knowledge and advice. Each has his own place— 
and they are side by side. 

But the hospital we are interested in is the hos- 
pital with a bed capacity of from 150 to 250, a 


general hospital that is required to do the charity 
work of the city it serves and is in turn supported 
by the public and often the state. It is in this 
hospital that we place our young pioneer social 
worker and expect her to be a performer, not of 
case work but of miracles. She works under the 
supervision of the superintendent of the institu- 
tion, who does or does not know her real function. 
Perhaps she has been appointed because his board 
wants a social worker; perhaps he, himself, feels 
that all up-to-date hospitals have a social service 
department; perhaps the community has made it 
a wise move for the hospital. On the other hand, 
perhaps he is one of those rare far-sighted indi- 
viduals who realizes the real need for a social 
helper in the medical charity work of the hospi- 
tal he represents. 


What the Social Worker Can Contribute 


This social worker becomes a part of the hos- 
pital organization. She is expected to bring to the 
hospital’s problems a knowledge of community 
resources and a mind trained in the methods of 
social work. She is prepared to do this and is 
ready to make constructive plans for the patients 
of the hospital. She is eager to have cases referred 
to her, eager to show what her department can 
accomplish. Sometimes she has an advisory board, 
and sometimes not. Once in a while she has direct 
contact with the board of the hospital, more fre- 
quently she has not. Generally she has no assist- 
ance, either clerical or professional. Sie must 
choose between doing all the work that is brought 
to her attention and keeping scanty, if any, rec- 
ords, and doing a limited amount of work and 
keeping records on that. Nine social service work- 
ers out of ten will choose the former method and 
they are right, I believe, although there is an 
abundance of room for controversy on that sub- 
ject. Every person in any kind of social or hospi- 
tal work recognizes the value of complete well kept 
records. If the patient applies for treatment two 
or three or five years later, adequate information, 
both medical and social, on former contacts with 
him is of inestimable value. Yet how many social 
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workers in small hospitals have even part-time 
clerical assistance? 

Practically every social worker, upon first affili- 
ating herself with a hospital finds an air of antag- 
onism springing up among the medical staff 
toward her. Until recently it has seemed that 
medical schools have tried to convey the idea to 
their students that a social worker is an interfer- 
ing busybody, who dabbles into everybody’s busi- 
ness, is unduly talkative about the other person’s 
troubles and who claims complacently that every 
woman and girl is either delinquent or feeble- 
minded and that all members of the masculine sex 
are “no good.” 


A Feminine and Understanding Group 


Surely that picture of the virtuous world re- 
former cannot be accepted by intelligent men and 
women today. In the many hospitals that have 
social service departments it would be difficult to 
find the proverbial, masculine hyperbusiness type 
of woman in tailored suit, high collar and broad 
brimmed hat. Social workers, almost without ex- 
ception, are a feminine group, interested in peo- 
ple and thus in their work, since it is purely with 
people and their problems that they must deal. 
They are an understanding group who recognize 
mental inferiority when it appears but do not go 
out in search of it. They enjoy all people of both 
sexes because they are human beings and not so 
many laboratory specimens for exhibition. Hardly 
can it be said that they choose social work from 
a mercenary point of view, because it is one of 
the lowest paid professions. 

If the hospital expects the social worker to do 
constructive work that it may be proud of, it must 
organize its departments accordingly. If superin- 
tendents of small hospitals do not recognize the 
need of a medical social worker they should find 
out the function and use of such a person before 
she enters as a more or less unwelcome member 
of the organization. They must want her, they 
must know how she can assist and further the 
good work of their hospitals before they employ 
her. And then when they or she, together or apart. 
plan the organization of the new department, the 
scheme of the larger hospital must be followed on 
a smaller scale. She should visit large hospitals 
from time to time, so that she may keep in touch 
with their methods. In fact, it might be worth 
while for executives to take a side glance that way 
now and then. 

The superintendent and the social worker to- 
gether should outline the work of the department. 
The worker should be given the authority of a 
department head. There should be restrictions as 
to the types of cases that are referred to the 











Vol. XXXVIII, No. 5 


worker. She is but one person. The most impor- 
tant cases must be chosen, those in which her 
service can be most effectively utilized. Perhaps 
in one hospital the most glaring medical-socia! 
problem may be the proper disposition of the 
chronic patient; in another it may be how to do 
constructive social service work among pediatric 
cases. 

The social worker must have clerical help, even 
if only part time. A clerical assistant will be her 
greatest asset, and if the assistant is the right 
type of person she may in time assist in more 
than a clerical line. The social worker should be 
provided with an advisory board of men and 
women, socially minded individuals of the com- 
munity, with whom she can meet at regular inter- 
vals to discuss the social problems of the depart- 
ment and to encourage an interest in the hospital 
among laymen. The women of the board may be 
chosen from the women’s auxiliary of the institu- 
tion. The worker must be encouraged and aided 
in this educational program, since her first interest 
is in the institution she serves and represents. 
The superintendent must also bear in mind that 
the public, the board of managers, the auxiliary, 
all must be enlightened as to the “why” of this 
addition to the corps of employees. If the social 
worker has the ability to do so, she should be en- 
couraged to address clubs and community gather- 
ings as often as the opportunity presents itself. 

As for the staff of the hospital, it should be 
acquainted immediately with the plan, scope and 
function of the new department. A joint meeting 
could be arranged, shortly after she has arrived, 
of staff, board and auxiliary members and the 
entire assemblage informed of the plan of action 
to be pursued. 


Growth Should Be Noticeable 


Finally, when the educational and working pro- 
gram is under way the standards of other hospi- 
tals should be kept ever before the worker. The 
social worker’s goal should be an efficiently func- 
tioning department. She should have always un- 
attained heights toward which to strive. If the 
department grows easily and naturally, as_ it 
should, there will not at the end of five years be 
only one worker, with no assistance, professional 
or otherwise. 

This is not a complaint against the medical pro- 
fession, against hospital executives or in fact 
against anyone. It is a plea for cooperation with 
and for an understanding of the social workers 
who are employed by hospitals as persons capable 
of a type of work that will keep the physicians 
from having to repeat and re-repeat their work 
with the patients. 
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Why Going to School Is a Pleasure 
for These Nurses 


By L. A. SEXTON, M.D. 


Superintendent, Hartford Hospital, Hartford, Conn. 


the education of nurses has been more or 

less in a state of flux. The apprenticeship 
method of training has predominated throughout 
the years and for the general duty nurses will 
probably remain the method of choice. In recent 
years many of the heads of the larger schools have 
felt that the academic side of the nurse’s training 
has been overemphasized. 


Best Facilities Should Be Available 


D URING the past twenty-five or thirty years 


With the raising of the standards of existing 
medical schools and the discontinuance of many of 
the smaller schools, the physician no longer has 
any desire after eight or ten years of preparation 
to return to the rural districts to take up the la- 
borious duties of the old-time practitioner; the 


same is perfectly true of the nurse who feels that to 
become a general duty nurse is a step lower in the 
profession than she should be expected to go after 
going to college and then taking her training in 
the nursing profession. Perhaps this is true, but 
to the man or woman who is ill enough to require 
the services of a nurse the question of degrees 
means little. If the proponents of the academic 
training of our nurses doubt this, let them get sick 
(once is enough) and they may then get the slant 
of the rank and file who make the demands upon 
our hospitals for nursing service. 

This is not the time or place, however, to discuss 
the various methods of training or their relative 
merits whatever they may or may not be. If we 
are to go on training nurses, and the probability is 
that few training schools will cease functioning out 


These nurses are attending class in the new educational building of the Hartford Hospital, Hartford, Conn. 
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Brick and glazed terra cotta and limestone trim were used for the exterior of the new educational 
building, the design of which harmonizes with the other buildings of the hospital group. The tiled 
swimming pool, pictured below, is on the ground floor. 
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of deference to the much discussed five-year plan, 
then it is the duty of our schools to provide the best 
facilities possible for this work. This brings us to 
the problem of teaching units designed and built 
expressly for this purpose. 

It is hardly to be expected that a large percent- 
age of the hospitals maintaining training schools 
are in a financial position to warrant such an un- 
dertaking any more than Hartford Hospital is, for 
that matter, but there are ways by which these 
problems can always be solved. In 1921, Hartford 


Hospital entered upon a building program with 
a view to rounding out the requirements of the 
organization. Since that date we have added twelve 
buildings to our group, ten of which have been 
gifts. It is a brief discussion of the last of these 
buildings that occupies us for the moment. This 
is the D. Newton Barney Educational Building. 


Providing for Future Needs 


At Christmas, 1930, Mr. Barney, after familiar- 
izing himself with the needs of such a building, 
announced his willingness to finance its construc- 
tion and to place a certain amount of endowment 





In the chemical laboratory on the ground floor the nurses carry out the various experiments that are necessary 
in their work. 
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in the hands of the hospital, the income from which 
is to be used in the maintenance and upkeep of the 
building. Plans and specifications were drawn 
and, as usually is the case, many features had to 
be altered and omitted in order to bring the cost 
of construction within the specified amount set 
aside for this purpose. Construction was begun in 
May, 1931, and the building was officially dedi- 
cated and opened on February 10, 1932. 
Institutions that make any pretense to progress 
are likely to require more rather than fewer ac- 


commodations as the years go by. Consequently, 
the roof of this building was poured and con- 
structed as a floor and the bearing walls were 
made strong enough to take additional stories if 
at any time in the future these should be indicated. 
The main stairways extend to the roof. The build- 
ing is fire resistive throughout, being constructed 
of brick and glazed terra cotta with Indiana lime- 
stone trim. 

The top floor consists of the following: one room 
where the probationers are taught how to make 
and change beds, and to prepare and give treat- 
ments; an adjoining room where the lectures are 
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given; the dietetic laboratory, and one additional 
lecture room which will accommodate a class of 
twenty-eight. 

On the main floor are the offices of the instructors 
in the school, three in number, accommodations 
for the nurses’ wraps and umbrellas, the reference 
library, one classroom with a seating capacity of 
160 and the gymnasium. The classroom is sep- 
arated from the gymnasium by curtains made of 
the most nearly soundproof material that could be 
found. These curtains may be drawn aside in such 
a way as to convert this classroom and the gym- 
nasium into an amphitheater with a seating capac- 
ity of 700. The classroom can also be screened so 
that an audience of 160 persons may observe con- 
tests and performances held in the gymnasium. 

On the ground floor are the chemical laboratory, 
the machinery room, the swimming pool, a room 
for drying and storing the nurses’ bathing suits, 
the locker room with 300 individual lockers, a room 
containing twenty dressing booths, a towel room, 
a small room containing three large electric hair 
drying machines and ten showers. The side walls 
and partitions of the entire ground floor are of 
glazed terra cotta. The ceiling over the swimmins 
pool is soundproofed, which eliminates the usual 
disturbing noises connected with all swimming 
pools not so equipped. 





Twelfth Study on Costs of Medical 
Care Is Published 


Medical care costs $36.09 per capita annually 
in “an up-to-date rural community,” which has 
been surveyed by the Committee on the Costs of 
Medical Care, according to the results of the study 
made public at the Department of the Interior. 

This, the twelfth of a series of studies made by 
the committee, contains significant data on medical 
care in San Joaquin County, California. It is part 
of the committee’s five-year program of research 
into the problem of “the delivery of adequate, scien- 
tific medical service to all persons, rich and poor, 
at a cost which can reasonably be met by them.” 

The per capita cost of $36.09 for medical care 
in San Joaquin County is divided as follows: 

Per Pet. 

Capita Total 

Physicians 24 
Hospitals (including out-patient 

departments) 24 
tebe a ea Re eahemea 6.75 19 
Dentists 16 
Nurses .05 
Other practitioners ..........+:. 1.80 .05 
Public health .03 
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Optical firms 03 
Commercial laboratories P 01 


100.00 


One per cent of the entire population of the 
county, or 2.3 per cent of all those gainfully em- 
ployed, were engaged in providing medical care 
in one form or another. 

Of the total of 1,045 individuals who devoted 
full time to the maintenance of health and the 
curing of illness in this county of 100,000 indivi- 
duals, 37 per cent were hospital employes, 14 per 
cent were private duty nurses, 12 per cent were 
clerks and assistants to individuals in private prac- 
tice, 10 per cent were druggists, 8 per cent were 
physicians in private practice, 6 per cent were 
dentists, 4 per cent were persons engaged in public 
health work, and 9 per cent of the total were en- 
gaged in laboratories, in optical firms or in other 
forms of medical care. 

According to Dr. Nathan Sinai, member of the 
research staff who made the survey for the Com- 
mittee on the Costs of Medical Care, the nurses 
whom he interviewed expressed considerable dis- 
satisfaction with the economic aspects of their 
profession. 

The average cash income of all nurses is approxi- 
mately $1,100 a year in addition to board and room 
while employed. Although the average for gradu- 
ate nurses is somewhat higher than this figure, the 
average for practical nurses is scarcely $700. 

It was found that two pharmacists in one drug 
store filled more than 23 per cent of the 126,000 
prescriptions compounded by the 51 drug stores 
during the year of the study. Few of the 98 full- 
time pharmacists in the county devote the major 
portion of their time to the practice of their pro- 
fession. 

A great amount of unnecessary duplication in 
stock was discovered at many of the stores. The 
inventory of one store showed 148 brands of liver 
pills, and in another store 33 brands of mouth anti- 
septics and 65 varieties of tooth paste. 

An analysis of prescriptions compounded in 
1909, 1919, and 1929 brings out three marked 
trends. The number of ingredients in prescriptions 
is decreasing ; proprietary remedies are used more 
frequently, and the price of prescriptions has 
nearly doubled. 

Of a total of $625,911 spent for medical care in 
drug stores, the following are the percentages: 

Patent medicines, .37; prescriptions, .21; home 
remedies, .20; rubber goods and other medical sup- 
plies, .22. 

In addition to the sales made at drug stores, it 
is estimated that the twelve Chinese herb stores 
during the year sold $50,000 worth of herbs. 
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Should Hospitals Lower Their Rates 
to Meet Present Conditions? 





By W. HAMILTON CRAWFORD 


Superintendent, South Mississippi Infirmary, Hattiesburg, Miss. 


‘“ OMATOES are cheaper, potatoes are 
cheaper, now’s the time to fall in love,” 
says Eddie Cantor. 

As yet the poor hospital superintendent sees no 
comedy in the present situation. Frankly, it is 
amusing to learn of a few new procedures that 
have been introduced into the hospital field for the 
explicit purpose of obtaining additional funds. On 
this very trip I visited George Sheats at his palatial 
and massive Baptist Memorial Hospital here in 
Memphis. Promptly upon entering the front por- 
tals of the hospital, my attention was drawn to an 
exquisite window blind. The question, of course, 
immediately arose as to how it was possible to buy 
so beautiful a blind at a time such as the present 
(it was brand new). Soon the superintendent 
appeared, and I quite naturally asked the whys 
and wherefores. “Oh, it was bought by our guests.” 
I asked if he literally meant this. ‘‘Why, certainly. 
You see I placed a box on the business office 
counter and marked it ‘For the Blind.’ ” 


One Way of Cutting Expenses 


Several weeks past while I was in a conference 
with the superintendent of a 100-bed denomina- 
tional institution, he rather boastfully pointed to 
his success in reducing materially the institution’s 
operating expenses. My observation provided these 
facts: Periodic prayer meetings were held in 
which this director was able to produce a great 
feeling of spiritual responsibility in his employees. 
Shortly before the adjournment of the meeting the 
subject of hospital finances would be lightly dealt 
with, with the end result that Negroes who were 
making eight and ten dollars a week are now 
making less than two. The floor supervisors have 
all been discharged and seniors placed in these 
positions. The dietitian’s services were dispensed 
with and a raw recruit from the farm was placed 
in charge of this important department; the 
menus, however, are arranged by the telephone 
operator. The surgical supervisor was likewise 
dismissed, and a young woman from the gradu- 
ating class selected to take her place at a remunera- 
tion of maintenance only. The superintendent of 


nurses is paid the meager sum of $75 a month, and 
the superintendent deducted from his pay envelope 
$100 a month. 

So this is one way of cutting operating expenses. 
There must exist in that institution a marvelous 
spirit among the personnel or else only a mere 
possibility of any one of those unfortunates obtain- 
ing employment elsewhere. Indeed, I am not in 
sympathy with pauperizing any organization. 
With all of this, do you think that their rates 
reflect any partial benefit? No. You must imme- 
diately admit that therein lies a lack of economic 
balance. 

Were it possible to present our outstanding hos- 
pital executives in an intelligence parade on this 
subject, I am certain that even then you would not 
become imbued with the idea of finding any miracu- 
lous panacea. 

A general period of depression drags into its 
net every conceivable business and profession. 
These economic curdling battles coagulate and 
freeze those in the weaker brackets while at the 
same time they definitely benefit some individuals 
and organizations. Would it not be advantageous, 
therefore, for our American hospitals to reap con- 
structively? This is an invitation, an opportunity, 
a challenge and even a demand that you must heed. 


The Need. for “a Balanced Budget” 


The automobile parts jobber is operating his 
business to make a profit; so is the wholesale 
grocer ; so are the railroads. This, however, is not 
true of hospitals in most instances. They were not 
intended to make a profit; consequently, when no 
profit is shown there is no disappointment. The 
American cry of the day, “‘a balanced budget,”’ is 
essentially a desirable slogan for the hospital 
superintendent. In all commercial ventures where 
intelligent executive control exists, the funda- 
mentals of producing business are determined 
prior to the pricing of merchandise or service. 
These fundamentals may be listed as original com- 
modity purchase price, salaries, rent, credit losses, 
insurance, taxes, light, heat and water. 

Under such influences, when branches or new 
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ventures are considered, a careful survey of the 
field of prospects is made and thoughtful con- 
sideration is given to margins allowed in similar 
businesses operating in the same territory. The 
occasion for an additional organization, the capital 
required and the possible return to be expected are 
all carefully scrutinized. The final decision is then 
made, resulting, of course, in spite of precautions, 
in a certain number of mortalities. Nevertheless, 
saneness prevailed at the offset, and if success was 
not attained it was due to the lack of ability on the 
part of the group or individual to interpret prop- 
erly the audit sheet or else it was due to the devel- 
opment of conditions over which they held no 
control. 


Hospitals Are Businesses 


We are told, “‘In time of peace prepare for war.” 
Its economic parody is, “In time of depression pre- 
pare for business.” In the general business realm, 
the small merchant and huge corporation alike 
have by necessity brought about a new operating 
order in their respective structures. Vagueness has 
been removed from the brain and has been sup- 
planted by foresight and keen conceptions of 
conditions at large. New economies have been 
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introduced, more exacting programs of efficiency 
prevail, the periodic comparative cost statement is 
given detailed consideration. Again do you ex- 
claim, “‘Why, hospitals are different!’ Fundamen- 
tally, there is no marked difference. We simply are 
distributing a service from producer to consumer, 
be it free or for sale. This is not void of cost in the 
making. 


Community Survey Should Precede Building 


May I emphasize the importance of a more e.- 
lightened daily comparative cost statement of your 
institution to include depreciation, bond interest 
and even the bond principal maturities. During 
the inevitable lull in your activities you should con- 
tact an unusual hospital executive, an alert, well 
posted certified public accountant or the American 
Hospital Association, for a suggested cost system 
which is adequate and yet not too elaborate for 
immediate installation. 

A careful community survey unquestionably 
should always precede the founding of a new hos- 
pital. What is the population of territory to be 
served? The present morbidity and mortality rate? 
The number of beds per thousand persons now 
available and their relationship to the generally 
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city, Community Chest, etc.) $ 55,969.50 $ 51,607.00 Minus $4,362.50 

Net loss 14,959.09 13,788.20 Minus 1,170.89 
Accounts charged off 10,884.18 4,755.90 Minus 6,128.28 

| $ 25,843.27 $ 18,544.10 Minus 7,299.17 


ee 










1930 1931 | 
Largest number in hospital any one day 303 264 Minus 39 | 
Smallest number in hospital any one day 160 163 Plus 3 | 
Total admissions 9,475 8,549 Minus 926 | 
Total patient days 89,833 78,752 Minus 11,081 | 
Patient per diem cost $3.897 $3.852 Minus —$0.045 | 
Number of public case days 35,063 30,331 Minus 4,732 | 
Receipts | 
1930 1931 
Operating revenue $466,045.27 $405,421.81 Minus $60,623.46 
Allowances to patients 14,992.74 12,414.55 Minus 2,578.19 
~ 451,052.53 393,007.26 Minus 58,045.27 
Business revenue 10,419.70 10,128.48 Minus 291.22 
Gross operating revenue $461,472.23 $403,135.74 Minus 58,336.49 | 
Expenses 
Operating expenditures $511,518.34 $447,648.46 Minus $63,869.88 
Operating deficit 50,046.11 44,512.72 Minus 5,533.39 
Fixed charges (bond interest) 20,882.48 20,882.48 No change 
Gross operating deficit 70,928.59 65,395.20 Minus 5,533.39 
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Per capita cost (cost per patient day) 
Largest number in hospital any one day 
Smal'est number in hospital any one day 

Total admissions 

Total patient days 

Daily cost of operating hospital 

(These figures do not include depreciation) 
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EMERSON HOSPITAL, CONCORD, MASS. 
Private—38 Beds 


Receipts 


1930 





1930 


$5.3 $5.77 Plus $0.46 
44 36 Minus x 

12 6 Minus 6 

932 709 Minus 223 
8,871 7,287 Minus 1,584 
$103.04 $115.22 Minus $12.18 


Private rooms $14,523.03 $1: Minus $1,514.17 
Wards 14,183.81 11,14: 3. 26 Minus 3,040.55 
Operating room 2,699.50 1,790.34 Minus 909.16 
X-ray department 3,422.00 2'953. 50 Minus 468.50 
Delivery room 1,678.00 1,547.67 Minus 130.33 
Specia! nurses’ board 1,261.52 1,246.60 Minus 14.92 
Medical supplies 463.13 480.12 Plus 16.99 
Anesthesia 1,577.50 1,050.08 Minus 517.42 
Pathological 487.50 310.50 Minus 177.00 
Laboratory fees 1,863.00 1,666.33 Minus 196.67 
Misc. and nonoperating receipts 686.27 411. 36 Minus 274.91 
Loss 4,620.00 6,642.87 Plus 2,022.87 

$47,465.26 $42,251.49 Minus 5,203.77 





Salaries 

Supplies 

Provisions 

Laundry 

H. L. and water and telephone 
Insurance 

Maintenance of plant 

Laboratory fees 

Misc. and nonoperating payments 


$47,465.26 


accepted ratio? The existing demand for additional 
hospital facilities? Can the sponsoring group 
popularize the new institution or would it display 
better judgment perhaps to use the available funds 
for enlarging one of the present institutions? Are 
the necessary funds to construct, equip and main- 
tain the proposed venture accessible and under 
intelligent supervision? Fully agreed on these and 
numerous other factors, we come to the matter of 
dispensing the service, a tremendous item. 


Many Factors Influence Rate Schedule 


We often hear the remark, “Oh, that’s just an 
old Spanish custom,” and so it seems to be with our 
hospital rates. At the onset a series of question- 
naires are sent out to seek a knowledge of rates 
elsewhere. On their return, a schedule of rates is 
adopted. It is ridiculous to believe that because the 





Expenses 


$19,320.28 
5,498.91 
10,074.49 
5,626.99 
3,700.10 
356.29 
866.37 
1,434.00 
587.83 





$19,093.18 Minus $ 227.10 
3,997.54 Minus 1,501.37 
7,502.86 Minus 2,571.63 
4,651.16 Minus 975.83 
4,025.46 Plus 325.36 

335.45 Minus 20.84 
925.53 Plus 59.16 
»917.99 Minus 116.01 
402.32 Minus 185.51 
$42,251.49 Minus 5,213.77 


Tacoma General Hospital offers ward rates for $2 


that your institution must do likewise. The same 
thing is true with the dozen of other services such 
as anesthesia, the operating room, the laboratory 
fees and so on. To me it would seem that the 
intelligent procedure would be to tabulate those 
factors of cost production in your own institution 
and gauge your rates accordingly? 

It is very true that you must consider the compe- 
tition in the field; consequently if after having 
made your computation you find that it is not prac- 
tical to place your charges on a like basis with 
others in the field, recognize the necessity for 
further investigation. Visit other superintendents. 
Due to the peculiarity of our profession, their 
pooks will be thrown wide open for your examina- 
tion and a general detailed explanation will be 
available for the asking. There is such a tremen- 
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dous number of causes for variations, due pri- 
marily to investments, types of services offered, 
hospital municipal relationships, institutional ob- 
jectives, factors included in the cost picture, the 
ability of the administration and others, that it is 
useless to pare daily costs until you have thor- 
oughly analyzed the situation. Incidentally, you 
would display excellent judgment to redetermine 
the justification for your hospital’s rates. 

The simple application of economic balance must 
be instituted ; else the life blood will be sapped from 
any organization. An article or service sold below 
the cost of production may pass unnoticed, but the 
continuation of such practices, unless the institu- 
tions are subsidized will bankrupt hospitals, manu- 
facturers and hotels. The inference is that when 
the ward case is paying $3 a day when the actual 
cost of that service is $4.50, there is a $1.50 loss to 
be absorbed through some channel or else to appear 
as a deficit. In most instances, the moderately 
wealthy group and the “well ables” are carrying 
the load. Of course, there is an exception: when 
an organized charity group, an individual or a 
municipality assists in balancing the budget. 

The trend of the business cycle reproduced in 
graph form expresses itself in geographical terms, 
hills and valleys. In accordance with the old law 
of supply and demand, the commodity market goes 
up and down. The downs are only in proportion to 
the ups. A span of fifteen years has seen hospital 
production costs increase 135 per cent. The 
increased charge to the public has only been 65 per 
cent. It would seem, therefore, that only when 
general production costs of hospitals can decrease 
from the 135 per cent increase level to the 65 per 
cent level will there be a proper balance. The state- 
ment was recently advanced by a prominent per- 
sonage on the U. S. Board of Trade that this 
economic disturbance, worldwide, is due to a lack 
of proper relationship between production costs 
and sales prices. His remark certainly describes 
our hospital situation. 


Misleading Misconceptions 


Hospital Day was inaugurated to break down 
those misconceptions held by the public toward our 
hospitals. A few of the causes of society’s criticism 
of the hospitals is attributable to the demand for 
reduced rates. Check them over: 

1. Misinformed by unqualified writers and 
speakers, coupled with insufficient explanations by 
some superintendents. 

2. Accepting ward rates as the actual cost of 
producing service, followed by the opinion that 
other bed rate differences represent profit. 

3. The failure to consider other factors of cost 
aside from room furnishings and nurses. 
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4. Selection of rooms beyond the patients’ 
means. 

5. Unfair requirements made of hospitals that 
are never made of other businesses. 

6. Failure to separate hospital charges from 
special nurses’, doctors’ and special anesthesia 
fees. 

In the main, whether or not a reduction in hos- 
pital rates is feasible, this subject must be nar- 
rowed to the individual institution. I offer for your 
consideration the superintendents’ comparative 
operating statement of a small New England hos- 
pital and that of a larger Southern hospital. Allow 
me to prejudice you at the offset. Appreciating the 
full need for maintaining a minimum standard at 
all times, I believe it wholly impossible for these 
two institutions to reduce their rates. Should your 
auditor’s panorama display a financial picture such 
as that offered here, or in any way comparable, you 
too will agree that it cannot be done. 


A Helpful Program Is Suggested 


The tabulation of each hospital superintendent’s 
wishes with regard to hospital charges emphati- 
cally would reveal a unanimous desire to lessen 
the present schedule. May I suggest a program for 
society at large? 

1. Hospitals to be protected at least to same 
degree that hotels are protected by the hotel fraud 
bill. 

2. Fair and just hospitalization allowance in all 
workmen compensation acts. 

3. Fairer equalization of the charity load, more 
intelligently distributed among municipalities, 
state governments and society at large. 

4. Legislation requiring all automobile owners 
to carry liability insurance, thereby reducing tre- 
mendous financial losses to hospitals through this 
channel. 

5. Taking an enormous tax burden from the 
public through utilizing thousands of civilian hos- 
pital beds for the hospitalization of veterans. 

6. Keeping hospital boards from investing 
fabulous sums in construction and unnecessary 
equipment. 

7. A periodic survey made by a competent con- 
sultant. 

In the meantime I shall believe that not until you 
can present your note to a banker not of your ac- 
quaintance and promptly have a loan executed, not 
until you can do something about the weather, 
should your hospital reduce rates to meet present 
economic conditions. Until then, I shall wonder 
why you do not raise your rates to the present 
economic level." 


1Read at the joint meeting of the hospital associations of Arkansas, 
Kentucky and Tennessee, Memphis, Tenn., April 18 and 19. 
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Hospitalizing New Jersey's Poor and 
the Payment Problem 


By ALLERTON DELANO HITCH 


Treasurer, New Jersey Orthopedic Hospital and Dispensary, Orange, N. J. 


NE of the annoying problems of the hospi- 

() tal executive in New Jersey is the indigent 

patient who has no settlement in the mu- 
nicipality in which he is a resident. 

There are three classes of these indigent pa- 
tients: those having settlement in another com- 
munity in New Jersey; those having settlement in 
a community outside of New Jersey; those whose 
settlement in some other community has expired 
and they have not yet lived long enough at their 
present address to obtain a settlement in that 
community. 

To a layman the New Jersey poor laws seem 
clearly to make it the duty of the overseer of the 
poor, where the patient is then living, to give relief, 
either temporary or permanent, but it is quite an- 
other thing to find an overseer of the poor who will 
take this view. Almost all of them either refuse 


to consider the case or pass the responsibility 


to the officials of the municipality wherein the 
patient has settlement. 

The number of such cases coming to the hospitals 
has largely increased in the last two years because 
of migration due to unemployment; nor is the evil 
likely to abate for some time. 

In the case of those having settlement elsewhere 
in the state and those having settlement in some 
other state the modus operandi is the same: Appli- 
cation should be made to the overseer of the poor 
where the patient is then living, and that official 
should reimburse the hospital and then in turn 
endeavor to obtain reimbursement from the poor 
department of the municipality wherein the pa- 
tient has settlement. 


Complications of the New Jersey Laws 


The fact that in New Jersey it takes five years 
for a person to obtain and lose settlement compli- 
cates matters. A further complication is that the 
1924 poor laws provide that when such relief has 
been provided for a person whose settlement is 
without the state, the overseer shall then apply 
immediately for the family’s removal back to the 
place of settlement. New Jersey overseers of the 
poor are inclined to hesitate in approaching over- 





seers in other municipalities for reimbursement. 
Many also object to initiating proceedings for the 
removal of dependent families to their places of 
legal residence. 

We had an indigent patient with settlement in 
New York City, who had been living in one of the 
Oranges for ten months. We applied to the over- 
seer of the poor there and he eventually collected 
from New York City and paid us. We were reim- 
bursed but we should not have been if New York 
City had not paid the local overseer of the poor 
first. We contended that the hospital should be paid 
by the local overseer regardless of whether he ob- 
tained reimbursement or not, especially in emer- 
gency cases. As we could not induce any local 
overseers to take this view, we referred the matter 
to the council of social agencies which in turn asked 
Judge Edward L. Davis of Orange for a formal 
opinion as to the obligations, duties and respon- 
sibilities of public officials, more especially over- 
seers of the poor working under the New Jersey 
poor laws, with regard to the types of indigent 
persons referred to in this paper. 


A Legal Opinion 


Judge Davis’ opinion follows. 

“I have made a careful investigation of the 
statutes with the following result: 

“Apparently the first duty of an overseer of the 
poor is to render relief whether the same be tem- 
porary or permanent. After he has done this, the 
question of primary responsibility for the relief 
afforded may then be taken up by him. This is 
reiterated again and again in various sections of 
the revision of 1924. 

“Section 50 provides that where no settlement 
of such person exists in the municipality or county 
in which relief is sought or necessary, ‘all such 
persons shall be temporarily provided for and shall 
be removed by such procedure as may be lawful 
and necessary.’ 

“Section 52 provides that ‘when temporary relief 
is required by a poor person in any municipality 
in which he is a resident and inhabitant whose 
place of settlement is in some other county in this 
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state, the overseer shall provide and render tem- 
porary relief.’ 

“Section 53 provides that ‘where temporary 
relief is required by a poor person... and it shall 
be ascertained that his place of settlement is out- 
side this state, the overseer shall provide relief 
and immediately make such application, with the 
aid of the county adjuster, as may be necessary 
and otherwise lawful for his removal... .’ 

“It is quite apparent that the revision attempts 
to and does provide for every possible case which 
would be as follows: cases in which a legal settle- 
ment exists in the city or county; cases in which 
the legal settlement is in some other municipality 
or county of the state of New Jersey; cases in 
which the legal settlement was in some other state. 

“In every such case, the duty of the overseer of 
the poor is first to provide temporary relief and 
after that has been done, to endeavor to recover 
for such relief from the place of settlement of such 
person to whom relief has been provided. This 
seems so clear to me as to be beyond dispute.” 

In a number of cases this opinion has been cited 
to overseers of the poor who reply either that the 
matter has been referred to their city counsel, 
which ends the case so far as we ever hear, or else 
that the city counsel disagrees with Judge Davis. 

The cost to the hospitals for indigent patients 
runs into hundreds of thousands of dollars every 
year and is rapidly approaching the point where 
hospitals must obtain relief or shut their doors to 
such indigent patients. 





The Dangers of Imperfections in 
Clinical Thermometers 


“Fever temperatures have been with us from 
the earliest times, but there existed no reliable 
means of measuring them until the development 
of the clinical thermometer,” writes Friend Lee 
Mickle, director, Bureau of Laboratories, Con- 
necticut Department of Health, in the United 
States Daily. “Early in the eighteenth century 
Martine wrote an essay on clinical thermometry. 
About 1800 Currie used cold baths in typhoid 
fever and checked results with a clinical ther- 
mometer. 

“Wunderlich, in 1815, wrote the first scientific 
book on fever temperatures. Clinical thermom- 
eters began to make their appearance in English 
hospitals and soon after 1866 came into general! 
use. Most physicians in the Civil War did not see 
a clinical thermometer although Billings used 
them in caring for the wounded after the siege 
of Richmond. 
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“He would not have recognized one. They were 
about 10 inches long, so large it took at least five 
minutes for them to register the axillary tempera- 
ture they were designed to indicate and so clumsy 
they were carried under the arm as one might 
carry a gun. They did not hold their highest read- 
ing but were read while in position in the patient’s 
armpit. The reduction in size, or the invention of 
the pocket thermometer, was due to Sir Clifford 
Allbutt in 1868. 

“Clinical thermometers are made from strips of 
glass tubing. With a gas flame a glass bulb is 
blown and sealed to the thermometer and a blister 
raised inside the stem. The tube is then filled with 
mercury, the top of the stem sealed and the blister 
collapsed so the thermometer will hold its reading. 
To engrave it, the thermometer is covered with 
wax and passed through scaling machines that 
cut through the wax where the letters, figures or 
graduation marks should appear. The wax cov- 
ered thermometer is then dipped into acid to etch 
the glass where the wax has been cut away. The 
etchings are !ater filled with colored pigment. The 
thermometer is ready for testing. 

“Faulty clinical thermometers can cause serious 
errors in the diagnosis or treatment of disease. 
In an article on this subject a physician recently 
stated that the unfortunate results that occasion- 
ally occur in the treatment of disease are due to 
no single factor so much as to the faulty taking 
and recording of temperatures by careless indi- 
viduals. 

“One should be certain that the clinical ther- 
mometer registers accurately, for the physician 
places great reliance on the temperature reading 
taken with it. It should be handled carefully be- 
cause it is a very delicate instrument. It may not 
record accurately after abuse.” 





Regulating the Use of the Staff 
as Blood Donors 


How the University of Chicago Clinics regulates 
the use of hospital personnel and staff as blood 
donors is set forth here briefly: 

1. It is not the intent of the administration of 
the clinics to have members of the staff give blood 
for blood transfusions. 

2. Members of the staff are, however, free to be 
blood donors in case of a real emergency and when 
no one else is available. 

3. When such blood transfusions are given they 
will be paid for on the regular schedule—for ward 
and free patients $7 per 100 c.c., for private 
patients $10 per 100 c.c. 
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Innovations That Feature a New 


Hospital Building 


By JANET PETERKIN 


Assistant Editor, THE MODERN HOSPITAL 


O the Milwaukee Hospital, Milwaukee, goes 

the credit for having introduced to the hos- 

pital field an entirely new idea in lobbies 
—the lobby with a mezzanine, a type for many 
years popular in hotels but one that has not so 
far, it is believed, been met with in hospitals. Many 
merits suggest themselves as accruing from this 
arrangement. 

As the visitor enters the hospital he finds him- 
self in a handsome and spacious lobby, impressive 
in its lofty proportions and in its dignified sim- 
plicity of design. Furniture and equipment are in 
keeping with the purpose of the room. Walls and 
pillars are of beautifully marked walnut and the 
lighting fixtures are so disposed as to cast a soft 
light into all parts of the lobby and to avoid glare. 


Arranged around the walls under the balcony 
are comfortable davenports and easy chairs where 
the visitors and patients’ relatives may wait with 
a certain degree of privacy. Nothing could be fur- 
ther removed from the traditional hospital lobby, 
so austere and so aggressively “clean.” 

The mezzanine floor takes the place of a sun 
parlor for convalescent patients. It has many win- 
dows through which the sun streams, and excellent 
taste has governed the choice of the furnishings. 
Handsome draperies of printed linen are in tints 
that harmonize pleasingly with the green and tan 
color scheme that dominates the entire building. 
The floor is of rubber of a green and tan tile pat- 
tern and has a terrazzo border. The davenports 
and easy chairs are richly upholstered in different 
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Beautiful oak tile floors are a feature of the private rooms of the Milwaukee Hospital. Giving 
the effect of parquetry of a rich golden color, these floors are both noiseless and resilient. Patients 
can register in private in the admission room, pictured below, which opens off the main lobby. 
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On every floor convalescents can enjoy 
the sunshine in gayly furnished sun rooms 
like the one pictured above. Opening off 
these rooms are porches where bedding 
can be aired. Much thought was devoted 
to planning autopsy facilities. The plan 
at the right illustrates the layout of this 
department, which contributes to the dig- 
nity with which autopsies are conducted. 

















colors and designs that blend into the general pic- 
ture. The accompanying illustration shows the un- 
usually attractive coffee tables and other pieces 

that combine to make this mezzanine a delightful H 

place for anybody, sick or well, to rest. A stained — 

glass window, representing the Good Samaritan, 

sheds a rosy glow over the whole and is a reminder A U TOPSY KOOM 
of the hospital’s fundamental purpose. Undoubt- ; 
edly, patients who are a little weary of being with- ‘8 , 
drawn from life in a hospital room will find it a 16 “O * \7- S' 
welcome change to recline in an easy chair in a 
sunny spot and view from a safe distance the hap- 
penings of the hospital lobby. 


| 
Histories Are Taken in Private ( 
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Opening off the lobby to the right of the entrance 
and adjoining the information desk is the admis- 
sion room. Here, in private, patients are regis- C H A DFE | 
tered, their histories are taken and all necessary 
papers are filled out. This arrangement and others 
evidence that in the planning of this building 14-2" x 1) -3" 
kindly consideration has been given to the patients’ 
comfort and sensibilities. 

Parallel to this room and on the left of the 
entrance is another comfortably furnished room 
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The dental and oral surgery unit is un- 

usually well laid out and complete. The 

oral surgery, illustrated above, has an 

operating table and a built-in cabinet 

and built-in viewing box. The interesting 

arrangement of this unit is shown in the 
floor plan at the right. 


which serves a happy purpose. It is a private par- 
lor, reserved largely for the use of patients’ rela- 
tives and friends who may wish to talk privately 
with the doctor or who may be in distress of mind 
and will welcome some spot where they can regain 
composure before leaving the hospital. This room 
is also occasionally used for board meetings or 
business conferences. 

The idea for the mezzanine lobby originated with 
Herman L. Fritschel, superintendent of the hos- 
pital for thirty years, and was admirably carried 
out by the architects, Clas and Clas, Milwaukee. 

The private rooms of this hospital feature a new 
departure in the beautiful oak tile floors. These 
give the effect of old-time parquetry. They are ina 
rich golden color which at once gives warmth to 
the room and they add the decorative value of a 
design. The wood for these floors is chemically 
treated so as to reduce the tendency toward shrink- 
age or expansion by making the wood more mois- 
ture resistant and also to protect against corrosion 
and to give permanance to the floor. The blocks 
are laid in a sound deadening plastic cement. 
Noiselessness and comfort underfoot are therefore 
attributes of this type of floor. It is quite a con- 
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trast to the old type of purely utility flooring and 
is said to be easy to maintain and to cost no more 
than terrazzo. 


The Dental Unit Is Noteworthy 


One interesting constructional feature of this 
hospital is the unusually complete and well laid out 
dental and oral surgery unit. It includes four 
rooms—the dental surgery operating room with a 
dental chair and a built-in metal cabinet for all 
types of instruments; the oral surgery with an 
operating table and a built-in cabinet and a built-in 
viewing box; a laboratory opening off the surgery 
for the construction of orthopedic appliances for 
jaw fractures and for other purposes, and a steri- 
lizing room. A staff oral surgeon does every type 
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of dental and oral surgery as well as facial plastic 
work in this unit. This suite is used also for his 
private ambulatory patients. The accompanying 
floor pian section shows the arrangement of this 
department. 

In the orthopedic or plaster room where the lat- 
est type of fluoroscopic tabie is to be installed a 
clever arrangement has been introduced for turn- 
ing the room into a dark room. Specially designed 
wooden shutters made in four sections are placed 
below the window. They are pulled up one at a 
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parts of the house. These control the temperature, 
keeping it at any desired degree. They are usually 
placed under the windows, which saves space and 
does away with the rather unsightly coils of the 
older type of radiator. 

In the operating rooms, of which there are seven, 
a built-in humidifier is regulated to give the desired 
humidity to the room. This helps to prevent acci- 
dents due to sparks resulting from the discharge 
of static electricity and makes less necessary the 
electrical grounding of the floor of the operating 
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The mezzanine floor, with its many windows and tasteful furnishings, is used as a sun parlor for convalescent patients. 


time and are so arranged that they overlap and 
make it impossible for a ray of light to leak 
through, thus making the room 100 per cent light- 
proof, a result that can never be achieved with 
ordinary shutters. The eye operating room is 
equipped with the same kind of shutters. A small 
room for splints opens off the orthopedic room. 
The walls of these rooms have pale green tile wain- 
scots, near the top of which a narrow band of dark 
green tile is effectively placed, and the walls above 
are tan. Variations of this color arrangement are 
found throughout the institution. 

Self-regulating built-in radiators are used in all 


room. Every operating room has a built-in cabinet 
with x-ray viewing box, a suction pump and elec- 
tric connections. 

Caring for ward patients’ belongings, always a 
thorny problem, has been solved in this hospital! 
by placing in every ward a built-in steel locker for 
the use of each patient. Another convenience found 
in every ward is a washbow] with running hot and 
cold water. If the walls are green the bow! is tan, 
and vice versa. 

The autopsy room, so often relegated to some 
dismal corner in the basement, has in this case 
been placed on the first floor and thought has been 
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expended in planning it. The room is in two sec- 
tions, separated by a heavy curtain. The smaller 
room is the morgue. This has painted walls, with 
a striped design in shades of tan and an artistic 
border. The table for the body is on wheels and is 
draped as in a chapel. When the autopsy is about 
to be performed the curtain is drawn aside and 
the table bearing the body is wheeled to the side 
of the autopsy table. The autopsy room has a view- 
ing gallery which seats ten persons. 

Sound absorbent material has been liberally ap- 
plied in the corridors, kitchens, business offices and 
other spots from which noise emanates. The kind 
of material used is an acoustical tile made of a 
spongy mineral substance. It may be cleaned with 
wall paper cleaner. 

The steel frame of the new building at the Mil- 
waukee Hospital was electrically welded and the 
erection of the structure proceeded in quietness. 
This method of building costs no more than steel 
riveting and the nerve racking noise that accom- 
panies the latter process was mercifully spared the 
patients in the older building. 

This new section of the hospital takes the place 
of the original hospital built fifty years ago. With 
the sections built in recent years it provides 
modern equipment and accommodations for 275 
patients. 





Why Hospitals Object to Giving Up 
Their Training Schools 


A nursing school is the source of considerable 
financial profit to most hospitals. To give up their 
training schools would mean the yearly loss of 
fairly large sums of money. 

So declare 82 per cent of 208 hospitals, the nurs- 
ing schools of which have taken part in the cost 
study of the Committee on the Grading of Nursing 
Schools. Only 18 per cent believe that they would 
save money by giving up the schools and substi- 
tuting graduate nursing care for their patients. 

This first cost study of the grading committee 
rather than producing authoritative results shows 
the need of further study, Dr. May Ayres Burgess, 
director of the committee, declares in presenting 
the results in the April number of the American 
Journal of Nursing. She believes, however, that 
further studies will not change greatly the relative 
proportions of schools that would lose or gain by 
discontinuing their schools. 

One-fourth of the schools reported either that 
they would save money by giving up the schools 
or would lose less than $2,500. Another fourth 
estimated that discontinuance of their training 
schools would bring an annual loss of $23,350 or 
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more. The middle group estimated that it would 
lose $10,500 yearly by such a move. 

Although it has an average of fifty-five patients, 
one hospital estimated that by closing its nursing 
school it would save $209 a patient each year. At 
the other extreme was the estimate of a hospita:! 
that it would lose $525 per patient per year. 

To place hospitals with large schools and with 
small schools on the same basis, the hospital was 
asked how it would replace every ten students. Re- 
placement figures received showed wide variation 
in the number of graduate nurses and maids 
thought necessary to supplant the students. 


Canadian Survey Findings Challenged 


Findings of the grading committee challenge the 
results of the study of nursing education in Canada 
made by Dr. G. N. Weir. Dr. Weir’s figures seemed 
to show that nearly all hospitals would save money 
by giving up their training schools and that the 
larger the hospital was the more money it would 
save. 

Several of the largest and most respected nurs- 
ing schools in the United States made cost studies 
for the grading committee. Their studies were 
made with great care and in some cases account- 
ing experts were called in from the outside. Yet 
in every case the larger hospitals report that they 
would lose a large sum by giving up their schools. 

“To any thoughtful educator,” says Doctor Bur- 
gess, “the proposition that a professional school 
can be a source of considerable financial profit to 
those who control it seems incredible. All edu- 
cators would normally take it for granted that 
schools of nursing which are well run must neces- 
sarily be extremely costly. That in nursing the 
opposite is true is one of those unfortunate facts 
that only the person of long experience in the field 
can accept.” 

Janet M. Geister, R.N., director at headquarters, 
American Nurses’ Association, sees in the situa- 
tion a challenge to educators, hospital administra- 
tors and the public. 

“It isn’t enough that the nursing profession 
takes cognizance of these facts,’ Miss Geister de- 
clares. “John R. Public must too. Nursing care 
is recognized commonly as an essential in the treat- 
ment and prevention of disease and in the promo- 
tion of health. When Mr. Public finds his child 
ill and the doctors diagnose it pneumonia, Mr. 
Public cries, ‘I want the best nurse I can get.’ In 
school Mr. Public had ensured for his son a stand- 
ard quality of teaching through tax supported or 
privately endowed universities and normal schools 
He was pretty sure of his doctors. But he has 
never raised a finger to help obtain aid for nursing 
schools or to ensure himself good nursing care.” 
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Assuring a Supply of Pure Milk for 


Patients and Personnel 


By JAMES A. TOBEY, Dr.P.H. 


New York City 








A department devoted to the discussion of prob- 
lems confronting both the dietitian and the admmn- 
istrator, conducted by Anna E. Boller, Central Free 
Dispensary at Rush Medical College, Chicago 
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[The importance of milk in the diet makes it 
imperative that a satisfactory supply be available. 
Therefore, Doctor Tobey’s review of the necessary 
steps in obtaining this will be appreciated, espe- 
cially by those in small communities, because of 
the stress he has laid upon such a supply. — 
Editor. ] 

O COMMODITY is more important in the 
N proper conduct of a hospital than is the 

milk supply. Not only is pure milk neces- 
sary in the daily diets of most patients, particu- 
larly for preoperative and postoperative cases, 
convalescents, infants and children, but it has 
many valuable therapeutic uses. Milk is, further- 
more, a staple part of the nutritional régime of the 
hospital staff. 

Every hospital ought, therefore, to have an ex- 
ceptional milk supply. In many institutions, how- 
ever, the milk obtained is more or less taken for 
granted. Its integrity is never investigated and 
no attention is given to it until some of the less 
moribund or more obstreperous patients begin to 
complain vigorously about its quality. 


Safety Is a First Consideration 


Few hospitals are so fortunate as to possess 
dairies of their own and some of those having such 
dairies are less fortunate than might be expected. 
Most hospitals obtain their milk supplies from 
commercial distributors, a system which may or 
may not be advantageous. In the larger cities, mar- 
ket milk supplies are generally above reproach, 
and some are most excellent, but clean and safe 
milk is not always obtained in the smaller towns 
where many hospitals are located. 

Although pure milk is the most nearly perfect 
of all foods, it is also a good food for bacteria. 


Great care must be taken during the production 
and transportation of milk to prevent contamina- 
tion with dangerous micro-organisms. The milk 
must be clean milk and then, as an added factor 
of safety, it must be pasteurized. 


Why Precautions Are Necessary 


Unless a high grade certified milk is available, 
every hospital dietitian should insist upon having 
only properly pasteurized milk in her department. 
In the pasteurization process every particle of the 
milk is rapidly heated to from 143° to 145° F. and 
held at that temperature for thirty minutes, after 
which it is quickly cooled to 50° F. or less and 
bottled, preferably by machinery, in sterile bot- 
tles. This heating operates to destroy about 90 
per cent of the bacteria in the milk, including any 
pathogens that might be present. 

The only grade of raw milk suitable for hospi- 
tal use is that known as certified, which is pro- 
duced under the careful supervision of medical 
milk commissions appointed by county medical so- 
cieties. This milk comes only from tuberculin 
tested cattle and is also free from contagious abor- 
tion. It must not contain more than 10,000 bac- 
teria per cubic centimeter. 

The bacteriological, chemical and physical prop- 
erties of the hospital milk supply should be inves- 
tigated regularly. If local or state health depart- 
ments are active in milk control work, as some are, 
their reports may suffice, but an occasional analy- 
sis of the milk by a competent chemist and bac- 
teriologist in the hospital laboratory will be worth 
while. 

No good milk supply should have more than 
50,000 bacteria per cubic centimeter in the winter 
and 100,000 in summer. It should be free from 
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dirt, as shown by sediment tests, and should have 
an agreeable flavor and odor. The amount of but- 
ter fat will vary with the breed of cattle from 
which the milk is obtained, but whole milk should, 
in general, show not less than 3.25 per cent fat. 

In some hospitals, bulk milk, delivered in large 
cans, is used. If the milk is properly pasteurized 
and placed only in sterile containers, this system 
may be satisfactory, although it is generally less 
so than is the use of bottled milk. Bulk milk must 
always be carefully stirred before it is consumed 
and great care must be taken to avoid contamina- 
tion. 

Of particular value for use in hospitals as a reg- 
ular or reserve supply are the concentrated milks, 
including the condensed, evaporated and powdered 
milks. These canned products are not only con- 
venient, but they are safe because of the heat treat- 
ment used to remove the normal water of the fluid 
milk. They are also uniform, easily digested, of 
high nutritive value and inexpensive. 


Concentrated Milks Evaluated 


The concentrated milk which is now most ex- 
tensively employed is the evaporated. This prod- 
uct is simply pure whole milk from which about 
60 per cent of the water has been extracted by 
evaporation in a vacuum pan under pressure. This 
milk is also homogenized by forcing it through fine 
nozzles, a process which effectually breaks up the 
fat particles, so that they resemble breast milk in 
texture. Evaporated milk is likewise sterilized in 
the can and so is entirely free from bacteria, except 
for a few innocuous thermophilic organisms. 

Condensed milk differs from evaporated in that 
pure granulated sugar is added after a quick fore- 
warming of the fluid whole milk. This mixture is 
then concentrated in a vacuum by a method pat- 
ented three quarters of a century ago. It is not 
homogenized or sterilized in the can, but its digest- 
ibility resembles that of breast milk and the 42 
per cent of sugar in the final product inhibits the 
growth of bacteria. . 

The dried or powdered milks are made by quite 
a different method. In the spray process for dry- 
ing milk, which is the most widely utilized, pure 
whole milk is first pasteurized and then partially 
condensed in a vacuum. This milk is then sprayed 
through a fine nozzle into a large tin lined cham- 
ber. As the mist of milk enters at the top of this 
room, it is met by a current of hot filtered air which 
instantly removes the remaining moisture. The 
milk solids fall to the bottom and are promptly re- 
moved and canned by a special vacuum process 
which ensures indefinite keeping qualities of this 
milk powder. 

As in the case of the condensed and evaporated 
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milks, dried milk is more digestible than fluid cow’s 
milk. While it is not sterile, it is uniformly low in 
bacteria, comparing with certified milk in this re- 
gard. Dried skimmed milk is also prepared by 
this same process, as are such special products as 
powdered whole and skimmed lactic acid milks, 
and powdered protein milk. All of these products 
are widely employed in infant feeding, although 
a powdered whole milk when reliquefied can be and 
is used as a substitute for fresh fluid milk. 

One of the great advantages of a powdered whole 
milk is the fact that it can be employed in any con- 
centration desired. It can be added as a powder to 
ordinary recipes, such as creamed soups, meats or 
vegetables, and in this manner will increase the 
caloric value from 25 to 75 per cent, while at the 
same time it augments the fats, proteins, minerals 
and vitamins. Although there is some reduction in 
the content of vitamin C in the process of drying 
milk, none of the other vitamins is appreciably 
affected and the nutritional value is consequently 
unimpaired. 

Wherever market milk supplies are of question- 
able purity or of known impurity, these concen- 
trated milks may be stocked to advantage in the 
hospital. They are also invaluable for culinary 
and therapeutic uses even when good fluid milk 
supplies are available, and a powdered or con- 
densed milk will often come to the rescue in an 
emergency when other forms of milk are unob- 
tainable. 

Physicians and authorities on dietetics are 
agreed that there is no better food than milk, the 
one article of the diet that contains nearly all of 
the elements needed to nourish the human system. 
Milk must, however, always be clean and safe and 
every hospital executive should be zealous in his 
endeavors to guarantee to all in his care a milk 
supply of unquestionable purity. 
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Occupational Disease Clinic Is 
Opened in Chicago 


A weekly clinic for the benefit of those involved 
in occupational disease hazards has been estab- 
lished at the research hospital of the University of 
Illinois, Chicago, according to the Jllinois Health 
Messenger. 

Any person in the state who has been exposed to 
any occupational disease hazard will be accepted 
at the clinic for examination, and hospital facilities 
will be provided for patients who need treatment. 
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Dental Clinics in the United States 
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—A Story of Their Progress 


By MIRIAM SIMONS LEUCK 


Committee on Study of Dental Practice, American Dental Association 


has been increasingly recognized in recent 

years. At the same time there has been equal 
appreciation cf the fact that these new services 
demand a seriously high additional expense for the 
person of average income. It has been suggested 
that the dental clinic may be one solution. A will- 
ingness to test this solution is indicated by the 
striking increase in the number of clinics in the 
last decade. 

Three important motives have underlain this 
development of clinics: (1) to provide service for 
persons who cannot afford the services of a private 
practitioner; (2) to carry out the public health 
principle of prevention by caring for children’s 
teeth; (3) in hospitals, to provide dental service 
as an aid in the treatment of the patient. 

In 1922, Dr. Michael M. Davis, at the request of 
Julius Rosenwald, made a study of the facilities 
for dental care throughout the country. At this 
time, the result of inquiries sent to 282 general 
hospitals including almost all those in the United 
States of a hundred beds or over, disclosed that 
89 out of 144 hospitals replying rendered some 
type of dental service. Eight years later a survey 
of all the dental clinics in the United States con- 
ducted under the auspices of the Committee on the 
Study of Dental Practice, American Dental Asso- 
ciation,’ reported 462 dental clinics in hospitals 
and a total of 1,530 dental clinics in existence. 


A Rapid Growth 


[as importance of adequate care of the teeth 


For the purposes of this study a dental clinic 
was defined as any institution or organization that 
renders dental service. Private practice alone was 
excluded, as were services in hospitals where dental 
work was confined to oral surgery or in which the 
dentists on their staffs gave treatment only as pri- 
vate practitioners. The intervention of a third 
party between dentist and patient and the con- 
tinuous rather than sporadic offering of dental 
treatment were made the determining factors of 
the definition, rather than the age of the patient, 





1Leuck, Miriam Simons, A Study of Dental Clinics in the United 
States, University of Chicago Press, 1930. 


his financial condition or any other circumstances. 

The rapid growth of dental clinics has not, of 
course, been confined to hospitals. Four hundred 
sixty-one of the 1,530 clinics reported were main- 
tained under the auspices of boards of education 
and boards of health or under their joint control. 
Dental schcols and dental societies maintained 46 
clinics, while dental schools and dental societies in 
cooperation with other organizations carried on 
91 more. One hundred ten clinics were maintained 
by states and counties in prisons, reformatories, 
homes and orphanages. Seventy-four clinics were 
under Federal control. Industries, trade unions 
and fraternal organizations had established 84. 
Ten were run in connection with group clinics and 
180 under various lay organizations such as chari- 
table associations, community chests, the Red Cross 
and religious organizations. Twelve could not be 
classified under any of these groups. 


How the Clinics Are Distributed 


Of the 462 clinics under hospital control, 94 were 
in state hospitals and are not considered in the 
statistics about hospital clinics given in the rest 
of this article. Of the 368 other hospitals reporting 
dental clinics, 29 were city hospitals, 24 were 
county hospitals, 18 were hospitals conducted in 
connection with medical schools. The remainder 
could not be classified. In general, clinics in hos- 
pitals have not tended to bring in outside control 
although a few have shared such control in connec- 
tion with cooperative clinics for school children or 
other special classes. 

Dental clinics exist in every state in the union. 
Over a third were in Pennsylvania, Massachusetts, 
New York and Ohio. In contrast, Mississippi, 
Nevada and Wyoming each reported only one 
clinic. Over 80 per cent of the clinics have been 
established in the East and Middle West. Clinic 
service is almost entirely an urban development. 
The larger a city, the greater is the number of 
clinics within its borders. Sixty-six per cent of 
the hospital dental clinics were in cities of 100,000 
population or more, 21 per cent in cities of from 
25,000 to 100,000, 7 per cent in cities between 
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10,000 and 25,000. Board of education clinics 
reached their chief importance in cities of from 
25,000 to 100,000 and board of health clinics in the 
somewhat smaller communities. Industrial and 
charity groups were largely in the big cities. 

In cities of 100,000 population or more, the hos- 
pitals provided 40.9 per cent of the total number 
of clinics, their importance sinking to 22.2 per cent 
in the next size cities and decreasing rapidly as 
the cities grew smaller. No other single agency 
even approached the hospital clinics in importance 
in the large cities, the nearest group, the industrial, 
providing less than 9 per cent of the total number 
of clinics in those centers. In cities of 25,000 to 
100,000, however, there were more board of edu- 
cation clinics than hospital clinics and in the cities 
of 10,000 to 25,000 the board of education clinics 
made up 30 per cent of the total as compared with 
nearly 12 per cent controlled by the hospitals. 

As with clinics of all types, the largest number 
of hospital clinics (36 per cent) were in the Middle 
Atlantic states and the smallest number, 3 per cent 
or less, in the South Central states and the Moun- 
tain states. 

Dental care was given during 1930 to 1,962,791 
patients by the 80 per cent of the clinics reporting 
the number served. Statistics on visits are of little 
value in the dental profession because they vary 
from operator to operator, from institution to 
institution; for example, a clinic which prefers 
to keep the sittings of patients of equal length 
will require one or more visits in order to com- 
plete an operation which, in another institution, 
would be finished in a single session. Since many 
clinics, particularly those connected with hospi- 
tals, record only the number of visits, however, a 
report on visits was requested to assist in classify- 
ing the extent of service rendered. The 804 clinics 
who replied to this question reported 2,796,147 
visits in 1930. 


Serving Cities of All Sizes 


The possession of one or more chairs by a dental 
clinic is an indication of its present or potential 
service, and its intention to provide continuous 
rather than strictly limited dental treatments. A 
request for the number of chairs possessed by the 
clinics, therefore, was included in the questionnaire 
sent out to the clinics. One thousand one hun- 
dred fifty-three clinics reported the possession of 
3,315 dental chairs, or an average of 2.8 chairs per 
clinic. Two-thirds of these chairs were in clinics 
in cities of 1,000 population or more. A five-chair 
clinic in a city of 1,000,000 population is relatively 
unimportant in the mass of dental service rendered 
in that community; a five-chair clinic in a city of 
2,500 inhabitants, on the other hand, (unless in an 
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institution with its services limited to the inmates) , 
may absorb the entire dental work of the area. 

The statistics indicate that in the larger cities 
(with a population of 100,000 or more) there was 
one chair to each 12,500 persons, while in cities 
with populations from 5,000 to 10,000 there wa: 
an average of one chair to about 6,650 persons, and 
in towns with a population of 1,000 to 2,500, an 
average of about one chair to about 1,800 individ- 
uals. Hence, although but few small towns have 
dental clinics, when a clinic does exist in such a 
community, it may play a larger part in the service 
of the area than it would in a larger city. 


Majority of Patients Are Children 


The largest number of chairs, 225, was reported 
in a dental school clinic. Such clinics never use all 
of their chairs to full capacity and are practically 
all found in large cities. These facts must be taken 
into consideration in measuring the amount of 
clinic service generally available in large commu- 
nities. 

The clinics studied varied in size from small one- 
chair units serving school children or community 
charity cases to clinics established by endowments 
or similar agencies which serve tens of thousands 
of patients annually. The 1930 survey indicated 
that one-fifth of all the clinics in the country serve 
less than 174 patients a year. In contrast to this 
another fifth served between 2,000 and 100,000. 
The number of patients cared for by the other 
three-fifths ranged from 175 to 2,000. One-third 
of the clinics serving the largest numbers were 
in cities of 100,000 or more. There is a consider- 
able difference of opinion among those interested 
as to whether the most significant developments 
in the field are the few large endowed clinics or 
the many small ones. 

Fifty-one per cent, or 1,006,918, of the 1,962,791 
patients reported were children. Thirty per cent, 
or 596,956 were adults, and 18 per cent, or 358,917, 
could not be classified. Forty-eight per cent of the 
clinics reported accepted only children; 16.7 per 
cent admitted only adults and 34 per cent took care 
of both. The remainder failed to report. Dental 
clinics in hospitals have a greater tendency to serve 
both children and adults than do dental clinics as 
a whole. Of the hospital clinics, 79 per cent offered 
their services to both, 8 per cent served adults only, 
and 10 per cent served only children. Dental school 
clinics were the only other important group which 
served both adults and children. Industrial clinics, 
the Veterans’ Bureau, the Public Health Service 
and the state correctional agencies limit their serv- 
ice to adults, with few exceptions. Boards of 
education, boards of health, charities, health asso- 
ciations, lay and fraternal organizations are as 
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strikingly interested chiefly in children’s dentistry. 

The extent of the need for dental service is indi- 
cated by the fact that dental clinics have been estab- 
lished under such varied lay auspices. Not only 
have such groups as the charitable organizations, 
the Red Cross and the Visiting Nurse Associations 
established clinics, but clinics have also been spon- 
sored by groups as varied as the American Legion, 
Babies’ Milk Fund, churches, fraternal organiza- 
tions, settlements, the Junior League and the 
Y. W. C. A. Local conditions and demands un- 
doubtedly have been the determining factors in 
bringing most of these types of dental clinics into 
being and, on the whole, where they succeed, the 
tendency is for them to be taken over by some gov- 
ernmental agency. 

The types of service rendered by these dental 
clinics varied from simple prophylactic treatment 
given in clinics without chairs to complete dental 
service. Some clinics do emergency work only. In 
the space on the questionnaires reserved for “‘Re- 
marks,” a few hospitals reported that they limited 
their clientele to particular types of patients, such 
as tuberculous, mental or maternity cases. Four 
reported that their service provided examination 
only, 20 limited it to extraction, 3 to x-rays and 
45 reported other limitations. Fifty-two stated 
that full dental service was rendered. 

Although no questions were asked regarding f<es 
or size of staff, as these were to be included in a 
special study of hospital dental clinics which is 
now approaching completion, a few volunteered 
the information that indigents only were treated, 
that service was rendered without charge to social 
service cases or that only a nominal fee was 
charged. Several reported the use of interns in the 
dental division. Approximately 150 hospitals have 
been included in the detailed study of such clinics 
now under way, which will deal with such ques- 
tions as relations between the hospital and the 
dental division, the size of the staff and the rate 
of payment, admission requirements for patients, 
the fees charged, the operating expenses, and the 
types of services rendered. 





“Subsidize Nurse Training Schools,” 


Says Canada Survey 


That training schools for nurses should no longer 
be left to the haphazard methods of individual hos- 
pitals, but should be subsidized, controlled and su- 
pervised by the Government in the same way nor- 
mal schools are, is emphasized throughout in the 
recently published Survey of Nursing Education in 
Canada. Training schools run by hospitals, under 
present conditions, actually represent a financial 
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liability instead of the asset they are commonly 
supposed to be. 

“An approved training school should be defined 
by law,” the survey suggests, “and hospitals, other- 
wise qualified, should not be legally authorized to 
establish training schools unless on the explicit 
written statement of the provincial board of con- 
trol, to the effect that the supply and demand situa- 
tion among nurses and the needs of the community 
warrant the establishment of such a training 
school.” 

The following headings will give an idea of some 
of the other subjects covered by the survey: 

Educational Standards, under which are dis- 
cussed preliminary education, the content of the 
curriculum, the R.N. examinations, the lecture 
method in the classroom, housemaid’s work, the 
size of the hospital conducting a training school, 
and theory and practice; Oversupply of Nurses; 
Distribution of Nursing Services; Socialized Nurs- 
ing Service under which are presented the topics 
of the principle of ability to pay, the reorganization 
and control of nursing services, the Federal Council 
of Nursing, provincial councils of nursing, district 
registries and compulsory state health insurance 
under defined income limits for wage earners, sal- 
aried persons and those who enjoy a certain finan- 
cial independence, such as small merchants, retail- 
ers, druggists, butchers, bakers and farmers. 





Survey Reveals Many Prescriptions 
Inaccurately Filled 


Of 100 prescriptions filled recently by druggists 
in the District of Columbia for Federal officers, 
sixty-seven were found to have been filled unsatis- 
factorily, the Federal Food and Drug Adminis- 
tration, Department of Agriculture, announced 
recently. 

Statistics on the accuracy of filling of prescrip- 
tions throughout the United States are not ob- 
tainable by the Food and Drug Administration, 
since its jurisdiction covers only drugs moving in 
interstate commerce and drugs in the District of 
Columbia and in the territories, it was explained. 

State and city health officials, however, have au- 
thority to make surveys of the satisfactoriness of 
the druggists’ work, and it is thought possible 
that the action in the District of Columbia may 
attract enough attention to result in such surveys. 

Included among the prescriptions were fifty- 
nine covering United States Pharmacopoeia 


products, and thirty-seven of these were unsat- 
isfactory, twenty-seven containing an excess of 
active ingredients or being below the allowed tol- 
erance while ten were excessively short measure. 
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Practical Administrative Problems: 


How to Have a “Well Kept” Hospital 


in Times of Economic Stress 


tendent’s official calm resulted when there 
came to his desk the monthly balance sheet 
setting forth the expenditures and receipts of the 
institution. Today, the monthly financial reckon- 
ing is a matter to which those in authority look 
with considerable anxiety. While no institution 
serving the sick and caring for patients of all eco- 
nomic classes can long deserve the patronage of 
the community if it expects to profit financially by 
its activities, still balance sheets have not always 
been the fearsome documents they are today. 
During the past few months, a sort of panic has 
overtaken those responsible for the conduct of the 
hospital because of the daily mounting of the al- 
ways worrisome deficit. Because of the psycho- 
logic effect of this fear the institutions of the 
country are now perhaps less efficiently maintained 
than at any time for a considerable number of 
years. Retrenchment has been necessary on every 
side. Money has often been saved only to be lost 
because major repairs have been necessary, when 
at one time a minor expenditure would have been 
effective. 


Do Not Allow Repairs to Accumulate 


PRienaenes no perturbation of the superin- 


THE MODERN HOSPITAL has repeatedly empha- 
sized the fact that it is not a wise business policy to 
allow necessary future expenditures to accumulate, 
even though access to endowment funds must be 
sought or temporary loans must be made. To be 
sure, there is a type of institution which having 
with difficulty met its current bills in fair times 
finds itself in a sorry state now. It is a question 
whether such a hospital should not immediately 
seek other and unexplored avenues in a search for 
the solution of its problem, rather than continue 
to incur deficits which probably never can be met. 
To do otherwise smacks somewhat of spiritual, if 
not financial, dishonesty. In order to render the 
fullest service to patients, therefore, it is neces- 
sary to consider the necessities of a time when 
incomes will be increased but in which pressing 
expenditures for repairs and rebuilding will far 
exceed such additions to the hospital’s income. 

It is an exceedingly shortsighted policy for a 
board of trustees to permit the physical repairs of 
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the hospital to be neglected because of a temporary 
shortage of funds. Costly machinery, requiring 
now a relatively small outlay for inspection or 
rebuilding, may soon reach the stage where the 
expenditure of thousands of dollars will be re- 
quired should a breakdown occur. It is the pur- 
pose of this article to consider some general 
principles relative to the methods by which the 
institution may be kept in repair and to point out 
the wisdom of just as careful inspection and of 
even more thoughtful planning as to the mainte- 
nance of the physical plant now than in more 
fortunate economic times. 


Taking Advantage of Present Wages: 


As has been mentioned previously, few adminis- 
trators have experienced a time when the services 
of painters, plasterers, bricklayers and mechanics 
of all types could be obtained as cheaply as at pres- 
ent. The great army of the unemployed containing 
as it does many skilled artisans is daily knocking 
at the door of the hospital and asking to be engaged 
at the hospital’s price. If major or minor repairs 
can be completed or indeed if in the case of insti- 
tutions happily in possession of adequate sums of 
money for rebuilding, a comprehensive construc- 
tion program can be adopted, with vision, not only 
will this save large sums of money for the institu- 
tion but also the prosecution of this policy will, as 
a by-product, supply work to those who direly 
need it. 

The hospital does not reach a condition of dis- 
repair in one. day. Nor can it be restored to a 
satisfactory physical condition in a short period. 
None will dispute that the hospital should be a 
model of orderliness and sanitation. Plumbing 
must be maintained in the best of condition. The 
safety of the lives of the patients demands nothing 
less than this. It is economy to eliminate leaking 
hot water spigots and to repair defective roofs. It 
is but an act of wisdom to inspect elevators, both 
for safety and for the need of minor adjustments. 
And so the inspectorial service of the hospital, 
whether it is provided by the superintendent or by 
one of his agents, must be just as carefully and 
faithfully maintained now as it was formerly, even 
though funds may not be immediately available to 
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remedy the defects discovered. To do otherwise 
would be to dwell in a fool’s paradise and to post- 
pone a day of reckoning, the necessity of which 
will be difficult to explain to the community. 

In many institutions, adequate inspection poli- 
cies are not practiced. Often the head nurse on 
each floor is expected to originate requisitions for 
upkeep services. It appears that first it is the plain 
duty of the superintendent of the hospital fre- 
quently to visit, with the proper subordinates, 
every part of the hospital plant and thus at first 
hand to obtain information in regard to the func- 
tioning of the many groups of his personnel family. 
Such visits stimulate mora'e and thus bring about 
a more painstaking attention to the physical side 
of hospital administration. 

No useful unit standards have been developed 
relative to the usual cost of maintaining the hospi- 
tal in repair. Many variables enter into the prob- 
lem, such as the type of the plant, whether it is 
new or old, whether it is constructed on a com- 
posite or a detached plan, and the condition of the 
help market. Wages may be too high or too low. 
The organization of the institution may be loose 
or compact. Inspections may be made only at long 
intervals, and even then, performed carelessly and 
without proper attention to detail. 

To the superintendents of many institutions, it 
may appear somewhat ill-advised if not imperti- 
nent again to suggest that the time to repair a 
building and to maintain it in a cleanly condition 
is when it is being constructed. Many an institu- 
tion exists today in a state of obvious disrepair 
because of a failure on the part of someone to 
recognize the importance of providing efficient 
measures by which to keep it in condition, once it 
is built. In a certain institution it is necessary, for 
example, to engage carpenters at frequent inter- 
vals to construct a scaffolding in order that the 
outside surface of operating room windows may 
be cleaned. No thought was taken of the necessity 
of providing for the performance of this necessary 
work when the architect’s plans were being 
studied. In another, thousands of dollars have 
been spent in replacing crumbling plaster because 
proper air spaces were not placed for ventilation 
so that walls would not sweat. 


When Minor Repairs Are Neglected 


It is certainly much cheaper to repair than to 
replace any section or surface of a hospital build- 
ing. The hospital in which doors sag, plaster 
crumbles, terrazzo floors crack and plumbing fix- 
tures leak, may be the very institution in which an 
all too meager repair force is endeavoring to make 
some major additions, because of a fine construc- 
tion zeal possessed by a shortsighted superintend- 
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ent. It is certainly a mistake to meet too promptly 
the demands of an insistent staff member or of a 
nonunderstanding trustee by readily agreeing to 
use the hospital’s own mechanics to build an addi- 
tion to the x-ray department or to the kitchen, 
while less dramatic minor repairs remain un- 
touched. This is a practice that too frequently 
prevails throughout the hospital field. Even at the 
expense of engaging outside engineering help, 
obtaining bids for relaying a floor, or reorganizing 
or rebuilding a private unit, this policy is often in 
the end the least expensive. 


How the Board Building Committee Can Help 


There are too many hospital board members who 
would never neglect to learn the details of a costly 
addition to their plants, but who more or less 
readily acquiesce in the adoption of a poorly con- 
ceived hospital building program that resembles 
the questionable policy of placing new patches on 
old garments. A committee of the board of trus- 
tees, which may be known as the building commit- 
tee or the committee on physical plant, should 
endeavor to work out with the superintendent a 
comprehensive plan for the maintenance of the 
hospital or for the construction of any new units 
that may be contemplated. 

There are usually mechanically minded board 
members whose opinions if they are sought will 
save the hospital many dollars. Such board mem- 
bers are frequently not willing to accept with- 
out careful scrutiny the somewhat ethereal and 
roseate word pictures presented by overenthusi- 
astic professional members of the hospital person- 
nel. To be sure, the superintendent of the hospital 
must not allow himself to be placed in the position 
of appearing to hold back when it comes to things 
progressive, but just as certainly he should, if pos- 
sible, knowing every detail concerning the condi- 
tion of the physical equipment of his plant, origi- 
nate requisitions before they are presented to the 
board by others. Nor should the vision of the in- 
spector be leveled only upon indoor needs insofar 
as repairs are concerned. To allow roofs to deteri- 
orate because of the need of waterproof paint, or 
iron work on fire escapes to become weakened be- 
cause of the necessity for the expenditure of a 
large sum of money for paint and labor is, as all 
will recognize, a shortsighted plan. 

The superintendent sometimes adopts a faint- 
hearted policy in the light of pressing financial 
needs and fails to recommend to his board the ex- 
penditure of money for repairs. By so doing, he 
takes upon himself a responsibility he is often un- 
able to bear. By this act, he is postponing a time 
when he must face his board and request the appro- 
priation of large sums of money because he failed, 
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at the time the need became first evident, to apprize 
his superiors of the necessity for action. 

In almost every community, from funds that 
have accumulated as a result of public contribu- 
tions or drives, it is possible to obtain the services 
of persons who are unemployed, and thus, in a 
measure at least, to avoid falling too far behind 
in physical plant maintenance. To be sure, it has 
been claimed by the slothful superintendent that 
it requires more supervision, cajoling and encour- 
agement to derive material benefit from this group 
than their services are worth. Yet the superin- 
tendent endowed with a practical mind, by care- 
fully appraising the group supplied him, may find 
persons particularly well equipped along lines 
which, if developed, may serve satisfactorily to 
meet some definite needs of his hospital. 

To be more specific, it may be said that once a 
thorough and routine inspection plan has been 
adopted, the first step toward securing the proper 
upkeep of the hospital has been taken. The inspec- 
tion of a hospital, however, consists of more than 
a day’s stair climbing with a pencil and notebook 
much in evidence. There must be a display of a 
practical intelligence as to the amount of labor 
available and as to the relative time necessary for 
meeting the needs discovered. A certain amount of 
mechanical knowledge is necessary. For example, 
the ventilation of an overheated drugstore, clothes’ 
room, or ward area requires more than the mere 
discovery that these spaces are uncomfortably 
warm. The superintendent, therefore, may not al- 
ways maintain his institution in the proper condi- 
tion with the least expenditure of money while sit- 
ting in his office. 


Following Up Repairs 


Perhaps one of the chief defects of hospital 
maintenance lies in the failure to develop an effi- 
cient follow-through from the standpoint of me- 
chanical upkeep. A leaking water pipe requires, 
first, the attention of the plumber; next, perhaps, 
that of the carpenter; then the plasterer, and 
finally, the painter. In a small hospital, all of these 
trades may be represented by one man-of-all-work. 
Fortunate indeed is the superintendent who pos- 
sesses this gem among the members of his hospital 
personnel. Frequently, one observes a water pipe 
that has been repaired. If no follow-up system has 
been enforced, there remains for weeks after a 
gaping aperture in the lathe and plaster. The 
expense of repairing but one defect of this sort, 
consisting as it does of repeated inspections, the 
writing of many requisitions, the making of many 
telephone calls, not to mention the accompanying 
unsightly appearance, is considerable. 

If there is a foreman of maintenance, it is his 
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duty not only to discover the need for repairs, but 
also to see that covering requisitions are for- 
warded and are effectively and promptly filled. 
There is one defect that many mechanical foremen 
possess. It is a certain passivity, an inclination to 
temporize in the face of a difficult and time con- 
suming repair job rather than to create work for 
themselves and for their subordinates. Whether 
this sort of service includes the need for the repair 
of a medicine closet, the replacement of a door 
knob, the rebuilding of a ward chair, or the entire 
replastering of a floor, attention to the first requi- 
sition should not be delayed. 


The Dangers of Procrastination 


There is a type of mechanical foreman, and 
indeed, perhaps this trait is possessed by some su- 
perintendents, who procrastinates until the protes- 
tations from those desiring repair services become 
so insistent that further delay is impossible. Such 
executives, not without pride, boast of always 
placing the first two requisitions in the waste- 
basket and of awaiting the receipt of the third 
before they act. Such an ignoring of the receipt 
of a requisition, no matter how preposterous or 
expensive, is sure to destroy morale and to dis- 
courage the future reporting of needed repairs. 

In these days of strife and financial strain, it 
is difficult enough to maintain a high institutional 
morale without adding new factors. It is best for 
some sort of a reply to be made whenever a request 
for repairs reaches the superintendent’s desk. It 
may not be possible at the time to take prompt and 
complete steps to fill the requisition, but some word 
should reach its originator, and whether explana- 
tions are scant or comprehensive they must in a 
measure at least be more satisfying than a fre- 
quently misunderstood silence on the part of the 
superintendent. 

The need for repairs, therefore, which may be 
considered as minor, still has inherent therein not 
only the necessity for physical aid in the care of 
the sick, but also much of a mental effect on those 
who are daily forced to perform their work thus 
handicapped. The proper plastering and painting 
of ward and work areas create a desire to main- 
tain a cleanliness that is difficult to obtain when 
more or less drab and squalid ward walls and ceil- 
ings daily meet the gaze of the worker. The mem- 
bers of the hospital personnel can observe and 
appreciate such needs, whereas they might not be 
able to understand the knocking of a moving part 
because of lack of lubrication or the ineffective 
operation of an elevator because its motor needed 
overhauling. 

The superintendent should require the members 
of his mechanical force to place on his desk regu- 
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larly a certification that a proper inspection has 
been made of the boiler plant, the elevators, the 
sterilizers and of all other complicated and ex- 
pensive equipment. If this is not done, mechanics, 
usually being of a less methodical turn of mind 
than the superintendent, may postpone from day 
to day such inspections until costly accidents hap- 
pen which may even endanger life. In a certain 
institution equipped with an expensive but effi- 
cient, even if complicated, belt coal conveyor, an 
inspection that was to have been made as each 
power house trick went off duty was omitted on 
a number of days. As a result, a minor defect 
developed into a major one, and a breakdown 
occurred that cost several thousand dollars and 
ruined the efficiency of the plant for weeks. 


Elevators and Their Maintenance 


All such failures of inspection do not result as 
disastrously, but in every part of the institution 
nine stitches are frequently saved by one taken in 
time. The elevator service is one of the most 
important utilities the hospital possesses. The 
movement of the patients from floor to floor, the 
possibility of the necessity for its emergency use 
in the case of fire, the general convenience and, 
indeed, the health of the hospital family depend 
upon smoothly and efficiently operating elevators. 

Many hospitals do not possess a skilled mechanic 
upon whose judgment and advice the superintend- 
ent can act insofar as the maintenance of elevator 
repairs is concerned. Those who manufacture this 
important machinery frequently offer such a serv- 
ice on a yearly plan. This covers inspections at 
proper intervals and supplies necessary labor and 
materials for repair. Such contracts are not cheap 
from the standpoint of the annual outlay neces- 
sary, and yet in the long run they are probably 
more economical than to run the risk of a major 
breakdown with the accompanying necessity for 
the outlay of a large sum of money. In order to 
arrive at any conclusion as to the advisability of 
entering into such a contract, it becomes necessary 
for the superintendent to have available a state- 
ment of past maintenance costs. 

In many hospitals, one seeks in vain for a requi- 
sition slip upon which the repair expense in time 
and materials is set down. Rare indeed is the 
superintendent who is able to learn in any accurate 
way the number of hours spent by a hospital me- 
chanic in performing any given job and who has 
made any successful effort to record the total ex- 
pense to the institution for this work. If an inspec- 
tion and checking system is in force, the originator 
of the requisition or the foreman of mechanics is 
usually required to certify that the repair has been 
properly made. The original requisition slip or a 
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copy of it should eventually reach the superintend- 
ent’s desk, with proper notations on it as to the 
complete cost of the work. A mechanical force that 
adopts a purely passive attitude and with folded 
hands awaits a requisition for its services is ren- 
dering an indifferent service to the institution. A 
high morale among such workers should result in 
the generation of a real pride in the appearance of 
every portion of the hospital. 

What are some of the steps to be taken in order 
that the hospital may always display a well kept 
appearance, which after all represents but a 
thoughtful attention to detail? Spray painting has 
been heralded far and wide as a solution to the 
problem of preventing the shabby appearance that 
many institutions present as to both the interior 
and the exterior of their shell and also to the build- 
ing contents. One of the chief obstacles to the 
adoption of this policy comes from the hand paint- 
ers themselves. The danger of lead poisoning, the 
possibility of the ill effects of machine work upon 
an ancient and honorable trade and the expressed 
belief as to the inferiority of painting with com- 
pressed air are threadbare arguments against this 
innovation. 

A proper spraying machine, well handled, can 
in straight work cover as many square feet of 
wall space in a day as could from four to six hand 
painters. To be sure, some paint is lost, and de- 
pending upon the type of material employed there 
may be some slight truth in the statement that 
harmful lead particles may be inhaled, if this base 
is used in the paint. But there can be no argu- 
ment as to the efficiency of spray painting, or as 
to its applicability to the needs of the hospital. 


A Repairs Slogan for the Executive 


The superintendent who has not looked care- 
fully into the economy of the use of such an appa- 
ratus and into its efficiency when well handled has 
missed a fine opportunity of saving money for his 
institution. The slogan of the hospital executive 
should be, “Paint when necessary; repair toilets, 
rain spoutings and roof copings when they require 
attention.” If he is unable to perform this work 
promptly when its need is discovered, the responsi- 
bility for this omission should be placed squarely 
upon the shoulders of the members of the board. 

It may be said, finally, that as building costs 
have declined 50 per cent in the past two or three 
years and as skilled mechanics gladly accept work 
at about 33 per cent less per hour than formerly, 
the superintendent should consider the wisdom, 
even the life-saving effect, of putting forth the 
most strenuous efforts to secure funds to maintain 
the physical plant of his institution in a high grade 
of repair and efficiency. 











Editorials 
ON ——_—»d 
“Cured” 


N POINT of age, the theory that the funda- 
| mental duty of the hospital is to cure its 

patients, if it can, is the oldest. Later develop- 
ments came in the educational research and pre- 
ventive programs that were elaborated with time, 
but the need remains for definitions that will en- 
able everyone concerned to draw conclusions from 
figures based on terms that are universally under- 
stood to mean the same thing. 

When is the hospital justified in considering a 
patient cured? According to the dictionary, cure 
means “restoration to a sound or healthy condi- 
tion; to bring about recovery, as from disea:e.”’ 
Although the term is in universal use in hospitals 
it might mean anything in actual practice from the 
complete cure that results, let us say, from the suc- 
cessful excision of a superficial benign tumor, to 
the kind of cure that is taken for granted by the 
medical staff when the patient is discharged from 
the hospital, relieved of his most pressing signs 
and symptoms, in order to make room for the next 
patient. 

But, does “cured” refer to signs and symptoms 
only, or to the underlying disease of which they 
are the evidence? Very often, too often in fact, a 
patient is recorded on discharge as cured, who is 
cured only of the effects of the surgical operation 
rather than of the disease for which he was oper- 
ated upon. Let us consider as a familiar example, 
the removal of a so-called chronic appendix in a 
patient who has suffered vague abdominal discom- 
fort over a long period of time, in whom all other 
kinds of organic disease have been ruled out by 
exclusion and in whom the discomfort returns and 
persists some time after his discharge from the 
hospital. The mere relief of signs and symptoms 
is the more primitive type of “cure,” while the 
relief of the underlying condition is a modern 
achievement. 

Thoughts like these provoke a number of ques- 
tions. Is it correct, in most instances, to label a 
case “cured” on discharge after the current prac- 
tice of most acute general hospitals? Would it be 
desirable to recommend that the use of the term 
“cured” be delayed, except in the most obvious 
cases, until an adequate period of follow-up care 
has been given to determine the remote results of 
treatment? What should be the liability of a hos- 
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pital, legal as well as moral, for uncured cases that 
have been discharged as cured after a short term 
of treatment? In other words, is the responsibility 
of the hospital to treat signs and symptoms and 
merely give relief, or to curé as required by defini- 
tion, if a cure is possible under the circumstances 
of the patient’s illness? 

If the more modern definition of the word 
“cured” be accepted by the hospital, would it not 
be fair to ask for the adoption of a unit record 
system which would contain in one folder the clini- 
cal biography of the patient throughout his life in 
the in-patient and out-patient departments and 
show, accurately, the stage in which the cure took 
place? What is the relation between the acute gen- 
eral hospital and the chronic hospital (accepting 
the current notion that the latter is the follow-up 
department of the former for patients that are non- 
ambulatory) from the standpoint of the definition ? 

The use of the term “incurable” should be con- 
demned as conveying an atmosphere of finality 
about the patient, as if the social agents had passed 
a life sentence from which there is no appeal. How 
safe is the word “cured,” not alone from the point 
of view of hospital statistics but from the scientific 
point of view and from the point of view of the 
patient with whom the hospital presumably breaks 
when this apparently favorable verdict is an- 
nounced on his discharge from the hospital? 

Diagnosis has an important time element and so 
has therapy, but prognosis should always be 
guarded, if for no other reason because in medical 
life we are almost always dealing with cases that 
are unprecedented in character, and there need be 
no hurry about stamping a case cured until it is 
definitely and finally known to be so from all of the 
scientific facts at our disposal, including the ele- 
ment of time. There ought to be a rule in scientific 
medical societies requiring a check up of all cases 
reported cured within a year or so after the claim 
has been made by the physician. 

Meantime, there are more accurate expressions 
such as “healed,” “relieved,” “improved,” “ar- 
rested,” “quiescent,” that might return to vogue 
alongside of the term “cured.” Perhaps it would 
be wisest to limit the use of the term “cured” to the 
follow-up clinic and remove it entirely from the 
terminology of the ward statistician. We should 
then at least be free of the possible accusation that 
we are taking too much responsibility on ourselves 
(and credit) for so describing the condition of the 
patient on discharge; and the contributing public, 
which sees in large figures under the heading 
“cured” justification for its philanthropy, will 
learn to appreciate our thoughtfulness for the sick 
by our guarded methods of administering to their 
welfare. 
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How long is it since the value of the hospital to 
the community was measured popularly by its mor- 
tality rate? No decent hospital would now think 
of selecting its patients on the basis of the com- 
parative risk involved, and no hospital should 
hasten to claim cures until they have been estab- 
lished in the follow-up clinic beyond a reasonable 


doubt. 


Death Rates and Politicians 


ANY times the editorial columns of this 
M publication have contained editorials in 
which the political type of hospital has 
been referred to and in future issues the same sub- 
ject will be further discussed. There is no more 
terrible place in the world than the hospital that 
has fallen under the machinations of political shy- 
sters, and to healthy minds it is unthinkable that 
human lives should be sacrificed to make fat 
pocketbooks for loathsome creatures who through 
all kinds of chicanery, corruption and crime are 
today holding high offices in their communities. 

If anyone reading these lines doesn’t think that 
lives are needlessly sacrificed in these institutions, 
let him review these figures that have recently 
come to light regarding the most famous and at the 
same time the most infamous of these hospitals. 
We quote excerpts from a survey that was made 
by an extremely reliable agency: 

“In the boldest and frankest terms, reduced 
nursing personnel means a reduced standard of 
nursing care which in turn simply means a higher 
death rate, more funerals, more tombstones, more 
sorrow and distress not to say anything of in- 
creased suffering and chronic invalidism. This re- 
sponsibility must be placed. With an annual death 
rate of 41 per cent in the tuberculosis wards, of 12 
per cent in the infectious wards, of 14 per cent in 
the children’s wards, of 17 to 21 per cent in the 
medical wards and of 7 per cent in the general sur- 
gery wards, who is there among us who would be 
guilty of contributing further to this sad picture? 

“T will just mention a few of the conditions: 

“The overcrowding of wards at times not only 
with bed patients but with out-patients who are 
examined and treated in rooms adjoining the 
wards. ... 

“The marked lack of essential and adequate 
equipment for rendering nursing care..... 

“Tnsufficient number of bedpans and sets of 
equipment to individualize technique when desir- 
able because of contagious conditions. 

“Lack of utensils, instruments and bedpan ster- 
ilizers on many of the wards and units. 

“In respect to the shortage of bed screens in 
many of the wards, I frequently found patients, 
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male and female, having their physical wants and 
treatments attended to in full view of the ward. ... 

“The lack of sufficient sets of instruments on 
many of the wards to do surgical dressings. 

“In my survey I found more than the usual num- 
ber of postoperative infections.” 

It all reads like the fourteenth century and from 
some remote part of Europe. But it is not. It is in 
one of the largest cities—and incidentally one of 
the most politically corrupt—in the United States, 
and the statement was made in March, 1932. 

When bootleggers, racketeers and speakeasy 
proprietors become the rulers in any city the same 
condition may be expected. Life and death particu- 
larly among the poor and uninfluential mean noth- 
ing to these hoodlums. To raise hospitals to the 
high standards they have reached or to reduce 
death rates to the low point they have reached are 
no achievements if those interested in better hos- 
pitals are to allow this sort of institution to 
prosper. 

Many reputable manufacturers will not sell to 
these political cesspools because it is too costly, and 
they will not stoop to handing out graft. The bet- 
ter types of physicians and surgeons are fast leav- 
ing them. 

It is time that the American Medical Association, 
the American College of Surgeons and the Ameri- 
can Hospital Association, in behalf of the good 


‘name of its members, make a full and unbiased in- 


vestigation of every one of these institutions and 
the contemptible men who are using them for per- 
sonal gain. For instance, to rate the particular 
hospital referred to as fit for intern training is an 
affront to honest hospitals and honest medical 


practice. To put it on the approved list of the 


American College of Surgeons is an insult to hos- 
pitals that have honestly brought their standards 
up to meet the minimum requirements. 

It is time to act and it is the sincere hope of all 
reputable hospital administrators that these 
groups act promptly, fairly and mercilessly. 


Educational Contributions to the 


Hospital 


hospital which does not seriously assume its 

educational responsibilities is falling far short 
of fully performing its duty to the community. 
Not only must the hospital cure those afflicted with 
disease but with no less certainty must it prevent 
illness and educate others to do so. The institution 
that is not blessed with an educational vision is 
doomed to stagnation, to scientific death through 
dry rot. And, in the course of rendering a teaching 


| HAS been repeatedly asseverated that the 
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service to hospital workers, the hospital also real- 
izes for itself much that is of practical value in its 
operation. 

Loud protests have been raised here and there 
in the nursing ranks relative to the iniquitous prof- 
iteering on pupil nurses by poorly conducted train- 
ing schools. Some justification is at times to be 
found in these complaints. But in the most effi- 
ciently conducted school the pupil nurse is likely 
to give more than she gets. She gives in service 
to the sick and in a definite manner she is the 
source of a certain scientific stimulation which 
teaching ever supplies. The training of interns 
and the instruction of technicians in laboratory, 
clinic and occupational therapy departments is a 
means of obtaining much practical aid in the care 
of the sick at a low cost. 

The magnitude of the sum total of assistance in 
performing the work of the hospital day, however, 
only serves to direct attention to the institution’s 
obligation to recompense amply the members of 
these groups by generously providing for them 
sound educational opportunities. To remove all 
educational activities from the hospital would not 
only deprive it of a great source of loyal, conscien- 
tious service but it would also extinguish the spark 
that kindles and keeps at a bright glow the fires 
of high morale and of spontaneous self-sacrificing 
endeavor in the care of the sick. 


The Department of Occupational 
Therapy Holds a Sale 


NATURAL sequence to the year’s work in 
A the occupational therapy department is the 
annual sale of a miscellaneous collection of 
rugs, baskets, bookracks and purses. From the 
income thus derived must be purchased the neces- 
sary raw materials, the raffia, the wool and the 
leather, to keep idle minds and fingers busy during 
the coming twelve months. Many times, only the 
funds thus derived are available to the therapist 
for the purchase of these supplies, which have so 
important a therapeutic value. 

He who purchases a basket or a rug made by a 
patient, however, must be endowed with an 
inspired vision if he is to evaluate truly the per- 
fection, the beauty of his new possession. For 
articles that represent the work of the handicapped 
may appear to the uninitiated as crude and im- 
perfect and unbeautiful. But when the incapacities 
of their maker, the pain of contracted muscles and 
joints, the necessary exercise of a will power which 
will not surrender, the triumph of hope over 
despair—when all these attributes and conditions 
are considered in evaluating the merits of the 








article, it may be transformed into an object of 
transcendent beauty. 

To produce articles of fine lines and workman- 
ship is to be desired, but of far greater importance 
is the therapeutic effect upon the patient which 
accompanies their making. The former is a happy 
coincidence; the latter is absolutely necessary to 
justify the existence of occupational therapy work 
in the hospital. 


Diagnostic Necessities 


O THE physician of other days a glittering 
array of costly and complicated diagnostic 
instruments was never available. His esti- 
mate of the nature of the illness was obtained 
through measures less precise perhaps and yet 
more dependent on his own inherent abilities. 

The accuracy of modern diagnostic attempts is 
often almost wholly dependent on the report from 
the institution’s various specialized laboratories. 
As a result, here and there is observed a certain 
professional slothfulness which appears to be a 
product of present day practices. It is possible that 
because of this trend, the fingers of the physician 
are becoming less diagnostically sensitive and his 
eyes less intelligently acute to detect signs of 
disease. The stethoscope, mayhap, is considered 
less than formerly a necessity because the reveal- 
ing services of the x-ray are so easily and, to the 
doctor at least, so inexpensively at hand. 

But, is it not possible that the splendid and often 
indispensable contributions of the electrocardio- 
graph, the x-ray and the clinical laboratory are 
being abused? Is it not probable that the hospital 
is being asked to bear the unnecessary expense of 
providing such specialty information when a more 
careful study by the physician would suffice? There 
is not a little of reason in the contention that the 
patient pays the physician’s fee for a diagnostic 
service which he does not render but for which he 
is expected to reimburse again a hospital specialty 
activity. There is, it is feared, in this tendency to 
abuse these diagnostic facilities, a real danger to 
the good reputation of and the trust in scientific 
medicine. 

Let there be no chicanery or any semblance of 
false science in the use of instruments of precision. 
Moreover, to expect private patients to pay for 
needless specialty examinations is inexcusably un- 
fair. The aid of the x-ray in the study of ward 
patients should be sought whenever necessary. If 
every such study were ordered only after mature 
consideration of the patient’s condition by the vis- 
iting physician or his associate, an immense saving 
would result to the hospitals throughout the 
country. 
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Safeguarding the Health of Student 
and Graduate Nurses 





By ELLA VAN HORN, MS., R.N. 


Presbyterian Hospital, Chicago 


NURSES’ school as an educational! institu- 
A tion should seek to further the happiness, 
to develop the technical efficiency and to 
increase the capacity for social service of its stu- 
dents. If these are the primary motives of a 
nursing school, then we have no right to accept 
young girls into our institutions, to use them for 
the furthering of our own interests and to return 
them to society as graduate nurses in poorer physi- 
cal condition than they come to us. 

It seems paradoxical that such movements as 
preventive medicine and the improvement of public 
health should have been developed by the medical 
and nursing professions and yet that these same 
professions should be backward in safeguarding 
the health of their students. It is true that student 
health service is better and more widely organized 
in colleges and universities than in nursing schools. 

Dr. Caroline Hedger, Chicago, says that the 
health of the student nurse is the responsibility of 
two parties—first, the school, second, the pupil 
nurse and her family. To these two I should like 
to add the graduate nurse and the employer. 

Upon the school falls the responsibility to house, 
feed and educate the student in a manner that will 
produce the most efficient nurse possible. The 
pupil and her family for their part should not 
expect a nursing school to accept for training 
physically unfit students. Neither should the stu- 
dent expect by entering a nursing school to obtain 


free medical and hospital! care for known ailments. 


The general public does not wish a nurse with 
tuberculosis, asthma or heart disease to take care 
of its sick. In spite of this attitude students with 
just such physical impairments are constantly ap- 
plying for admission to schools of nursing. 


After a student is accepted it should be her 
responsibility to maintain her health at the highest 
degree possible. 

The graduate nurse is the third contracting 
party. She is the product of the first two. The 
health of the graduate nurse depends upon the 
degree of health she has maintained before train- 
ing and during training and the care and education 
she has received during training days. She is 
responsible not only to herself to maintain the 
highest degree of health, but to her school, to her 
prospective patients and to her employers. 

The fourth contracting party is the employer. 
The employer, whether a hospital, a public health 
organization or a private individual, has a definite 
responsibility in maintaining the nurse’s health. 
The most efficient nurse is the healthy nurse. A 
graduate nurse cannot work twenty or twenty-four 
hours a day 365 days a year without a breakdown. 
Fortunately, economic conditions make such a 
situation impossible by limiting the number of 
working days but not the working hours. The 
graduate nurse, to keep well, must earn an ade- 
quate living wage, must have a working day and 
week that are in accordance with the best social 
practice. Employers of nurses, whether hospitals 
or private and public health organizations, even 
nurses themselves, are guilty of exploitation of 
the nurse. From no other group of women except 
mothers do we make such extravagant physical 
demands. 

What are the specific health problems to be met 
in maintaining the health of the nurse? Theoreti- 
cally we have an answer to a large percentage of 
these problems. The solution of them has been 
found by preventive medicine. What we need is, 
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first, a thorough knowledge of our own particular 
problems ; second, an application of the basic prin- 
ciples of preventive medicine to them, and third, 
an organized unit within the school to app!y these 
measures. 

I shall not reiterate all the axioms of preventive 
medicine, but shall point out a few briefly: ade- 
quate living conditions, sanitary and uncrowded; 
three well balanced and regular meals each day; 
a balanced program of work, study, sleep and 
recreation; an eight-hour day and night; a forty- 
eight-hour week; time for outdoor exercise each 
day while the sun is at its best; immunization 
against certain diseases; routine medical and 
dental! examinations; correction of physical de- 
fects ; opportunities to report illness early ; instruc- 
tion in personal and public hygiene. 


Organizing a Student Health Service 


In order to make a practical application of these 
principles, there must be an organized effort on 
the part of the school to carry them out. The term 
“student health service’ may sound complicated 
and to introduce such a service may at first thought 
seem to be impossible. On the contrary, it should 
be easy for a hospital nursing school to have the 
most complete and the most effective health service 
with the minimum of effort. 

A simple outline of the equipment and personnel 
for a student health service follows: There should 
be a school physician with regular office hours for 
seeing students and graduate nurse and lay em- 
ployees and a full-time health nurse in the larger 
schools. In the smaller schools a staff member 
should have the responsibility of the health of the 
students. To the health nurse will fall to a large 
extent the coordinating of existing health agencies 
into a health service. There must be provided a 
school dentist; hospitalization for the sick nurses 
needing bedside care or its equivalent; laboratory 
facilities ; an opportunity to report sickness twen- 
ty-four hours a day without fear of punishment, 
and immunization against certain communicable 
diseases. The health education of the student in 
both personal and public hygiene should be under 
the direction of this department. These courses 
should not only contain the standard routine but 
they should be highly personal, they shou!d be 
courses in health truly applied to the individual 
and to the special health problems of the school. 

The most important health service any hospital 
school of nursing can give to its students, in fact 
its first duty, is to provide adequate living quar- 
ters. The second most important service is to feed 
the students well chosen meals, balanced to provide 
them with all the necessary food elements. 

If a student were given the choice of two schools 
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—one with a well equipped and comfortable nurses’ 
home, well planned and adequate meals, an eight 
hour day and a forty-eight-hour week but with no 
organized health service, and the other, with poor 
living quarters, crowded rooms and a food budget 
of ten cents a mea! but with an elaborate student 
health service with no control over the living quar- 
ters—I should advise her to go to the first. 

The third duty of the school is to plan the work 
and study load so that it will be within the student’s 
physical capacity, with a comfortable margin Lo 
maintain resistance against disease. 

Other industries have been forced, in some cases 
by law, to adopt shorter hours for women workers. 
An employee performing even the most menial 
labor in an up-to-date mill has shorter hours than 
student nurses in most hospitals, to say nothing of 
graduate nurses, especially private duty nurses. 
Neither the working day nor the working night 
should exceed eight hours. One day or two ful! 
half-days out of seven should be allowed; one fui! 
month’s vacation should be given each year. 

Class hours should not exceed the number 
allowed average students in standard co!leges and 
universities. The ejuivalent of sixteen hcurs of 
class per week in a college should be the maxiz un) 
class load for nurses. This should incluce {‘oor 
duty as laboratory work. 

Students eighteen years of ase and younger, 
who have not reached their fuli growth, shou!d be 
given consideration. They are not physically ready 
for such a work load as some of our schoo!s impose 
upon them. Their tolerance for heavy work and 
administrative responsibilities should be increased 
gradually. Shorter duty hours with proportion- 
ately longer class hours as preliminaries will break 
the change from high school or college to full-time 
duty. 

The fourth duty is to create an atmosphere 
favorable to the early reporting of illness. Grant 
to the student a full opportunity to exercise her 
health knowledge and to apply it practically to 
solving her own health problems as far as she is 
able while in school, as she is taught in hygiene. 
Place a premium on healthful daily living. 


What Is the Extent of the Problem? 


What are the specific health problems against 
which we should safeguard our student and gradu- 
ate nurses? Before we can make our health pro- 
gram effective we must have some idea of the 
extent and character of the sickness problem. To 
know this each school should keep careful records 
of the type and amount of illness among its pupils. 

A study made by the American Journal of Nurs- 
ing in 1931 gives the latest available figures on the 
health of student nurses. This study showed that 
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3,384 students in 33 schools lost 23,323 days from 
duty because of illness. This makes the average 
number of days lost by each student 6.7. 

Statisticians report that about 2.5 per cent of 
the general population is sick all the time. The 
average worker in the United States loses from 
7 to 10 days each year because of illness. These 33 
schools showed that the average time lost each year 
varied from 1 to 16 days. It seems only logical to 
assume that 6 to 8 days as a maximum should be 
the average number of days lost by each student 
provided the school maintained a fairly good stand- 
ard of living and health conditions. This of course 
is a rough and inadequate standard by which to 
judge our health condition, but it is one way to 
measure until better records are kept and pub- 
lished. It seems only logical, however, if a school 
finds that each of its students is losing as many as 
16 days each year because of sickness to assume 
that something must be radically wrong. The 
school should at once set about finding the cause 
for the situation and removing it. The school with 
only one day lost per student would come about as 
close to Utopia as is possible, considering the physi- 
cal condition of most student applicants. 

Another item to be studied is the number of 
cases of sickness per student. How often is each 
student ill? In one school there were 71 repeaters, 
causing 181 cases of illness out of a total of 294. 
One of these repeaters caused 6 cases, her total 
loss of time being two and one-third months. Such 
information can help a school to eliminate dead- 
wood. 


Controlling the Fitness of Applicants 


Probably one of the greatest factors in the 
health problem and certainly one of the most 
difficult to control is the physical unfitness of ap- 
plicants to the school. Too many schools have to 
take what fate and society send them. Most 
schools, however, can and certainly should be more 
particular concerning the health and physical con- 
dition of the applicant. An examination at the 
school as soon as possible after entrance should be 
made as a routine. Many undesirable candidates 
can be eliminated at once. 

Careful histories should be taken of each stu- 
dent, recording not only her physical condition, 
sickness record and health habits, but her family 
history and her possible contacts with tuberculosis. 
A history of symptoms as well as diagnosed illness 
should be recorded. These not only help to evaluate 
the physical condition of the student but aid in 
giving her intelligent care and health training. 
Careful selection and the elimination of the most 
unfit, however, increase the responsibility of the 
school to maintain the student in good health or in 
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an improved state of health. We cannot demand 
much and give little. A personal interview and 
physical examination before entrance is an ideal 
method of eliminating the unfit, but this cannot 
always be arranged. Careful supervision and 
follow-up work during the preliminary period, 
with a second physical examination at the end of 
this period will eliminate other undesirables. 

We should not only know the extent of the illness 
problem and choose our students carefully, but we 
should know what our specific sickness problems 
are. 


Illnesses That Affect Nurses 


The study made by the American Journal of 
Nursing already referred to gives the following 
conditions as causing the greatest loss of time by 
nurses: (1) gastro-intestinal conditions; (2) re- 
spiratory diseases ; (3) communicable disease; (4) 
dysmenorrhea; (5) rheumatism; (6) injuries; 
(7) infected fingers. The following conditions 
were listed as causing the greatest number of 
cases: (1) respiratory conditions; (2) gastro- 
intestinal conditions; (3) infected fingers; (4) 
dysmenorrhea; (5) rheumatism; (6) vaccine re- 
actions; (7) exhaustion. 

To what extent do these diseases exist before 
they should be considered either a major or a minor 
problem? As a check upon the relative incidence 
of disease and a classification of it into major and 
minor sickness problems in our schools, it will help 
us to turn to studies made for the United States 
Public Health Service by Edgar Synden Stricker, 
published in reprint No. 989. 

In this study it was found that diseases of the 
respiratory tract cause almost 60 per cent of the 
total morbidity; digestive diseases almost 10 per 
cent; external causes almost 3 per cent; general 
diseases, such as epidemic and nonepidemic types, 
11 per cent; circulatory and kidney diseases, less 
than 5 per cent. 

It is true that these figures are representative of 
the general population, but at the same time we 
could not expect that the general living, working 
and other conditions would be on a better plane 
than would be found in the hospital school of 
nursing. On the other hand the average intelli- 
gence of the nurses, the health training, the knowl- 
edge of the location of infection and the technique 
and means of avoiding infection should be far 
above that of the general population. Also medical 
care and the means of prevention by immunization 
should be at a maximum. These should counter- 
balance to a great extent any advantages that the 
general population may have over nurses. 

A study of a group of 226 carefully selected 
student nurses will help us to understand the phys- 
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ical condition of the students being admitted to 
our nursing schools. Sixty-four per cent of these 
students showed tonsil corrections with remnants 
showing some pathologic change; 26 per cent had 
tonsil defects showing pathologic change; 11.9 per 
cent showed some type of heart defect; 0.8 per 
cent showed incapacitating dysmenorrhea; 16.8 
per cent showed enlargement of the thyroid gland, 
and 11 per cent gave a history of rheumatic 
infection. 


Major and Minor Health Problems 


Serious study leads us to classify these problems 
into major and minor conditions, which are to a 
great extent unavoidable. 

First under major conditions are respiratory 
diseases. These show a possibility of being reduced 
to 33 per cent of the total incidence of disease in a 
school, and should not exist to the extent that they 
cause from 60 to 75 per cent of the total illness. 
Any excess of respiratory diseases will point to 
undesirable conditions within the school. Gastro- 
intestinal diseases come second. As measured by 
the figures for the general population, the mini- 
mum of incidence should be about 10 per cent and 
should not exceed 25 per cent if conditions are 
average in the school. Rheumatism is third and 
should not exceed a total incidence of more than 
5 per cent. Infected fingers are fourth and the 
entire group of skin infections. must be added 
before they constitute a major problem. This 
group of infections shows a possibility of reduc- 
tion to less than 3 per cent of the total incidence 
of disease in a school. To this group of major 
disease problems may be added heart disease as a 
fifth major problem, not because of the number of 
cases existing in schools of nursing as much as on 
account of the amount of impairment and the 
after-effects following cases of heart disease. This 
is important from the standpoint of the student 
nurse, and more so from the standpoint of the 
graduate who must earn her own living restricted 
by such a handicap. Tuberculosis, the sixth major 
problem, does not cause a large amount of illness 
from the standpoint of incidence, but is important 
because of its long convalescent period and its 
effect upon the earning power of the graduate 
nurse. An excess of 1.5 or 2.2 per cent of tuber- 
culosis in a school of nursing would point to poor 
living and working conditions. Positive and im- 
mediate steps should be taken to reduce tubercu- 
losis to a minimum. 

Under the head of minor health problems may 
be included, first, vaccine reactions. The number 
of vaccine reactions is governed by the student’s 
reaction to the different types of vaccine and by 
the methods of administration. Exhaustion is the 
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second minor problem. It is a disgrace to the pro- 
fession to have this condition listed as a major 
cause of illness. This condition can be reduced to 
less than one-half of 1 per cent of the total number 
of cases of illness within a school. Its existence 
is dependent upon the quality of the living and 
working conditions. An excess of cases would 
show that immediate steps should be taken to 
reduce its incidence. The third minor problem, 
dysmenorrhea, shows a possibility of being reduced 
to less than 3 per cent of the total number of cases. 
Injuries, the fourth minor condition, should not 
have a higher incidence than that of the general 
public. Communicable disease, a fifth minor prob- 
lem, shows the most practical opportunity for 
reduction of both incidence and time lost due to 
illness. The incidence of scarlet fever, diphtheria, 
typhoid and smallpox can be reduced to zero. A 
study of the communicable disease situation at the 
school of nursing, Presbyterian Hospital, Chicago, 
reveals these data: Ovt of 226 students examined 
on entrance, 224 had had measles; 137, mumps; 
131, chickenpox ; 16, diphtheria; 59, scarlet fever ; 


.210 students tested for scarlet fever and diphtheria 


gave the following results—118 positive Dick 
tests ; 201 positive Schick tests. All students were 
immunized to scarlet fever, diphtheria and typhoid 
by the end of the first seven months. The potential 
cases of communicable disease are confined to 
mumps, chickenpox and measles. The result is that 
in 1930 there were only 2 cases of so-called com- 
municable diseases with the school. 


Lowering the Average of Sickness 


It is impossible to reduce time losses due to ill- 
ness or to raise the standards of health at once. 
They will come only after a period of growth, but 
if the general trend is a lowered average each year, 
we may feel that ultimately we shall have our stu- 
dents spending a minimum of time off duty because 
of sickness. A certain amount of time loss from 
sickness is normal. It is only when the amount is 
excessively high that we should be alarmed. 

Every school will have its own special situations. 
What would be effective and possible in one school 
could not be attempted in another even though the 
need might be great. Every school should study its 
health problems systematically and then, as it 
seems wise, work out its own salvation, remember- 
ing that a sickness rate in excess of that prevalent 
among the general population means improper 
health conditions of some type within the school. 

Another test of a school’s health is the hea!th 
of its graduate body. It might be wise for schools 
of nursing to study the health conditions among 
their graduates.’ 


1Read at a meeting of the Nebraska State Nurses’ Association. 
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...+-+ that bind you 
more than your own 


The faith and the hopes of the founders of your hospital are your 
responsibility. Those courageous men and women who planned and 
worked and pledged for the success of your institution in its early 
days look to you now for its healthy and continued growth and 
profit. As superintendent of this going concern — as member of the 
board — as executive in charge, you answer for the wise use of its 
funds. You might take a chance with your own finances. Those 
of the hospital must not be endangered. 










It’s easy to recognize your hospital’s money’s worth in meal dis- 
tribution. The Ideal System is the accepted standard. Here is a unit 
of hospital equipment built to the right requirements of long, hard, 
hospital use — built with the cooperation of experienced hospital 
superintendents, dietitians and technicians. Consult with one of 
our field representatives. Go over your requirements with him. Let 
him submit specifications for your food distribution system. No 


charge or obligation. There are many money-saving 
suggestions in this new book. 
Manufactured by May we send you a copy? 


THE SWARTZBAUGH MFG. COMPANY 


TOLEDO, OHIO 
Associate Distributors: The Colson Stores Co., Cleveland, Ohio, with Branches in: 
Baltimore *® Chicago °® Boston °® Cincinnati ° Buffalo °* Detroit 
° e © Pittsburgh °° St.Louis °* Los Angeles 


° a Pr es to Waching Cycle Co., T. Wash. * Canada: THE 
nm Francisco ashington e LUo., acoma, ash. anada: 
CANADIAN FAIRBANKS-MORSE CO., Ltd. ® Branches in Principal Canadian Cities. Fo Conveyor Systems 
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Six Southern States May Join 
in Meeting Next Year 


on April 19 it was decided that next year 

an effort would be made to have a joint 
meeting of six state associations held at a central 
point. These six associations would be Tennessee, 
Kentucky, Arkansas, Mississippi, Alabama and 
Georgia. 

The luncheon was attended by the officers of the 
associations in Tennessee, Kentucky, Arkansas and 
Alabama, and by J. B. Franklin, superintendent, 
Grady Hospital, Atlanta, and W. D. Barker, super- 
intendent, Georgia Baptist Hospital, Atlanta, as 
representatives of the Georgia association. W. 
Hamilton Crawford, superintendent, South Missis- 
sippi Infirmary, Hattiesburg, represented the 
Mississippi association. 

The joint meetings of the hospital associations 
of Tennessee, Kentucky and Arkansas, held in 
Memphis on April 18 and 19 proved to be success- 
ful beyond the hopes of those who were interested 
in seeing the states get together. There was a 
larger attendance than ever before, the delegates 
numbering over 150. The sessions proved to be of 
unusual interest. 

The first morning was given over to separate 
meetings by the associations, at which time the 
officers for the coming year were elected. Agnes 
O’Roke, superintendent, Kosair Crippled Children 
Hospital, Louisville, was reelected president of 
the Kentucky association. Mgr. John P. Fisher, 
diocesan director of hospitals in Arkansas, was 
elected president of the Arkansas association, and 
George D. Sheats, superintendent, Baptist Memo- 
rial Hospital, Memphis, was elected president of 
the Tennessee association. 

Dr. Eugene B. Elder, superintendent, Knoxville 
General Hospital, Knoxville, Tenn., presided at the 
first meeting on Monday afternoon, and papers 
were read by Miss Fairfax Proudfit, Memphis, 
chairman, dietetic section, American Hospital As- 
sociation, Dr. C. Rufus Rorem, the Julius Rosen- 
wald Foundation, Chicago, and Matthew O. Foley, 
editorial director, Hospital Management. Follow- 


A T A luncheon meeting held in Memphis, Tenn., 





ing this session various hospitals of the city were 
inspected. 

True Southern hospitality was the order on 
Monday evening when the women attending the 
meeting were entertained by the Tennessee League 
of Nursing Education, and the men attended a 
barbeque some miles out of Memphis. Following 
the barbeque they attended a wrestling match. 

On Tuesday morning Lee C. Gammill, superin- 
tendent, Baptist State Hospital, Little Rock, and 
president of the Arkansas association, presided, 
and the first paper was presented by Emma Hunt 
Krazeise, director, Children’s Bureau, Louisville, 
Ky. This was followed by an excellent paper given 
by W. Hamilton Crawford, which appears in this 
issue. Miss Lake Johnson, superintendent, Good 
Samaritan Hospital, Lexington, Ky., presented 
some interesting thoughts on deferred payments, 
and Dr. B. A. Wilkes, who represented the Ameri- 
can Protestant Hospital Association, summed up 
the accident cases. Jane Van De Vrede, vice-phesi- 
dent, American Nurses’ Association, also spoke, as 
did Paul Fesler, superintendent, Wesley Memorial 
Hospital, Chicago, and president of the American 
Hospital Association. 


Grading Committee’s Report Discussed 


On the last afternoon Agnes O’Roke, president 
of the Kentucky association, presided. The first 
speaker was Jane Van De Vrede who substituted 
for Alma Scott, and the discussion was given over 
to the Report of the Committee on Grading of Nurs- 
ing Schools. The next speaker was Mgr. John C. 
Fisher on “How Doctors and Surgeons Can Assist 
in Lowering the Cost of Hospital Care,” and an 
excellent talk was given by Dr. Bert Caldwell, 
executive secretary, American Hospital Associa- 
tion. The meeting was concluded with a round 
table by John A. McNamara, executive editor, 
THE MODERN HOSPITAL. 

In the evening the annual banquet was held at 
which Doctor Elder presided, and Dr. Casa Collier 
was the speaker. 
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Under Professional Direction 


Ephedrine Preparations 


There is asuitable Lilly Ephedrine 
Product to meet a wide range of 
requirements in the treatment of 
asthma, hay fever, and other al- 
lergic conditions. 


Prompt Attention Given to Physicians’ Inquiries 
Address Principal Offices and Laboratories, Indianapolis 
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Texas Association Presents 
Interesting Program 


ITH an attendance of close to 150, the 
Texas State Hospital Association held 
its third annual meeting in San An- 


tonio, Friday and Saturday, April 8 and 9. All 
sessions were presided over by the president, 
Robert Jolly, superintendent, Memorial Hospital, 
Houston. 

The first paper on the program was the report 
of an economic survey of Texas hospitals of more 
than thirty beds, made by John A. McNamara, 
executive editor, THE MODERN HOSPITAL. The sec- 
ond paper, on sick leaves, was given by Martha P. 
Roberson, superintendent, Medical and Surgical 
Hospital, San Antonio, and this was followed by 
Bryce Twitty, Baylor University Hospital, Dallas, 
who talked on accident cases and compensation. 
The last paper of the morning session was given 
by Ara Davis, superintendent, Scott and White 
Hospital, Temple, on administrative problems. 
Following these papers there was a general dis- 
cussion to which fully three fourths of those 
present contributed. 

The afternoon session opened with a paper by 
Frances Low, dietitian, Methodist Hospital, Hous- 
ton, and this was followed by several demonstra- 
tions on various procedures in hospitals. The first 
was put on by Sister Gaberialla, Santa Rosa Hos- 
pital, San Antonio, on operating room manage- 
ment, and the second by Ida B. Lockley, Medica! 
and Surgical Hospital, San Antonio, on central 
supply rooms. Dr. Malcolm T. MacEachern, asso- 
ciate director, American College of Surgeons, then 
held a round table for an hour, and this was fol- 
lowed by three group meetings, the meetings being 
divided into superintendents from city and county 
hospitals, church hospital superintendents and 
directors of clinics. 


Hospital Leaders Speak at Banquet 


An enjoyable banquet was held in the evening 
with three speakers: Paul Fesler, president, Amer- 
ican Hospital Association, and superintendent, 
Wesley Memorial Hospital, Chicago; Dr. Bert W. 
Caldwell, executive secretary, American Hospital 
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Association, and Dr. Malcolm T. MacEachern. 
Mr. Jolly presided as toastmaster, and one of the 
entertaining bits was the report from many super- 
intendents, all of whom had been victimized by a 
man representing himself as Doctor Phillips or 
Doctor Carter, of Marshall, Tex. The impostor 
was recently caught through the evidence of E. M. 
Collier, superintendent, West Texas Baptist Sani- 
tarium, Abilene. The last feature of the banquet 
program was the talking motion picture “Hospital 
Administration,” which was taken in Presbyterian 
Hospital, Chicago. 

On Wednesday morning E. Muriel Anscombe, 
superintendent, Jewish Hospital, St. Louis, gave 
a paper on nursing economics, and this was fol- 
lowed by a paper on nursing service by Dorothy 
Rogers, director, college of nursing, University of 
Texas, Galveston. An interesting round table con- 
cluded this session. 

The afternoon was given over to business and 
to the reports of officers and committees. The lat- 
ter part of the afternoon was spent in visits to 
many of the San Antonio hospitals. 





Switzerland to Develop Dietetics 
in Hospitals 


The Swiss government has formed a dietitian 
commission along the lines of the American Die- 
tetic Association to develop the science of dietetics 
in Switzerland to be used in connection with fresh 
air cures or hospitalization, according to a report 
from Consul George R. Hukill, Zurich. 

At the instigation of this commission, courses 
are being held throughout Switzerland for those 
who are desirous of accepting positions as expert 
or assistant dietitians in hospitals, sanatoriums or 
hotels. It is felt that in the past, the lack of devel- 
opments along this line has been keenly felt by the 
many persons who visit Switzerland each year for 
the purpose of seeking medical treatment and ben- 
efits from the climate, the report states. 
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BROILS ALMOST 
ANY FOOD 


. Broils food faster, vertically, 
on both sides at the same time 

















. Sears in flavor and juices 


. Consumes smoke and cooking 
odor, making hood unnecessary 






. Attractive and compact, it saves 
counter space 






§. Sanitary, it’s easily and quickly 
cleaned 





. Costs much less to operate 
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1e 7. Saves time and labor, too 

r- 8. Heat automatically regulated to 
a thickness of meat 

T° . Self-adjusting, detachable grids 
ir 10. Complete safety in operation 


11. Constructed for years of service 











SENSATIONAL 
SAVORY BROILER 


ideal for hospital diet kitchens 





NTRODUCED in only a few cities, the Savory radiant 


gas Broiler has already been acclaimed by leading 





dietitians. And no wonder, for the Savory Broiler upsets 





all old-fashioned, time-wasting methods of broiling. It 





broils almost any food—steaks, chops, hamburgers, 





chicken, fish —faster, vertically, and on both sides at the 





same time. It’s priced to 1932 standards and costs much 





less to operate. Read the list of features—then mail the 





coupon for complete information. 












‘The new Savory Broiler is a 
worthy companion of the Sa- 
vory radiant gas Toaster... 
famed for quality toast at much 
lower cost. This model makes 
up to 360 slices an hour for 


only log to 24¢. 








MAIL THIS COUPON TODAY 





SAVORY, INC., 

Dept. MH-5, 591 Ferry St., Newark, N. J. 

Please send me a copy of your folder ‘‘ Broiled Food 
that tastes better and costs less.*’ This places me 


under no obligation. 
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gram combined to make the biennial conven- 

tion of the three national nursing organiza- 
tions—the American Nurses’ Association, the 
National League of Nursing Education and the 
National Organization for Public Health Nursing 
—in San Antonio, Tex., April 11 to 15, asignificant 
one in nursing history. Three thousand delegates 
were in attendance. 

Officers elected were as follows: For the A. N. A., 
Elnora E. Thomson, professor of applied sociology, 
University of Oregon, Portland, president; Jane 
Van De Vrede, Atlanta, Ga., first vice-president; 
Mabel Dunlap, Moline, IIl., second vice-president ; 
Susan C. Francis, Philadelphia, secretary; Emma 
J. Nichols, Boston, treasurer. The first four named 
were reelected. New board members are A. Louise 
Dietrich, El Paso, Tex., Elizabeth Soule, Seattle, 
Wash., and May Kennedy, Chicago. 

For the League: Effie J. Taylor, professor of 
psychiatric nursing, Yale University, New Haven, 
Conn., president; Nellie Hawkinson, Cleveland, 
first vice-president; Julie C. Tebo, New Orleans, 
second vice-president ; Stella Goostray, Boston, sec- 
retary; Miriam Rottmann, New York, treasurer. 
New board members are: Elizabeth C. Burgess, 
Katharine Densford, A. Louise Dietrich and Shir- 
ley Titus. 

For the N. O. P. H. N.: Sophie C. Nelson, direc- 
tor, Visiting Nurse Service, John Hancock Life 
Insurance Company, Boston, president; Winifred 
Rand, Detroit, first vice-president; Mrs. C.-E. A. 
Winslow, New Haven, second vice-president ; Kath- 
arine Tucker, New York, secretary; Michael M. 
Davis, Chicago, treasurer. 

In 1934 the groups will meet in Washington. 

The Saunders medal awarded annually to the 
nurse who has given the most distinguished service 
to her profession was presented to Annie W. Good- 
rich, dean, Yale University School of Nursing, at 
elaborate ceremonies on Tuesday evening. 

Of interest to hospital administrators was a rec- 
ommendation of the house of delegates of the 
A. N. A. in regard to the custom in some hospitals 


ie hospitality and a constructive pro- 
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Biennial Program Shows Progress 


of Nursing Groups 
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of accepting payment for the services of student 
nurses. Says the recommendation, which will be 
brought to the attention of the governing bodies 
of hospital and medical associations: “Concerted 
action by all the groups concerned with the hospital 
care of patients would speedily eliminate the per- 
nicious practice, which is inimical alike to the best 
interests of the patients and of the nursing stu- 
dents, since it jeopardizes the comfort and safety 
of the patients, disrupts the educational progress 
of the student and is demoralizing to good stand- 
ards of nursing practice.” 

A closer tie-up between the A. N. A. and the 
National League of Nursing Education was also 
made when the house of delegates accepted the 
league as the educational department of the 
A. N. A., with no change in the structure or the 
autonomy of the league. 


Oversupply of Nurses Is Emphasized 


Dr. May Ayres Burgess, director, Committee on 
the Grading of Nursing Schools, in a joint session 
of the three associations made public for the first 
time the exact figures on the oversupply of nurses 
in the United States. No more than 273 days, or 
nine months of work are available for the average 
nurse in the year, even if all the very poor, all the 
sick in remote areas and all the Negroes in the 
South were given skilled nursing care. 

Paul H. Fesler, president, American Hospital 
Association, in discussing ‘Hospital Nursing Costs 
and How They Are Met,” said that the hospitals 
would be of more assistance to nursing education 
when they have been given standards to follow. 

Dr. E. P. Lyon, University of Minnesota Medical 
School, in a paper before the league entitled “If I 
Were King” repeated his charges of hospital ‘‘rack- 
eteering”’’ in the management of nursing schools. 
Hospitals are profiting to the extent of at least 
$16,000,000 annually at the expense of the unpaid 
student nurses, he declared. He recommended the 
elimination of the 2,000 nurses’ training schools 
now in existence and the establishment of 200 new 
ones with proper curriculum and management. 
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New York Hospital, Cornell Medical Center 
Equipped throughout with SLOAN FLUSH VALVES 


Why have Sloan Flush Valves attained 


such amazing popularity ? 

In what respect do they differ from any 
other valve which will flush a fixture? 

The answer is to be found in twenty-five 
years of specialization by men who know 
their business. Manufacturing flush valves 
exclusively, the Sloan organization has ac- 
quired a knowledge of flush valve require- 


ments and a breadth of flush valve experi- 


ence which are unique and unapproachable. 

This wealth of knowledge and experience 
has been applied to furnish a flush valve for 
every hospital purpose—today the Sloanline 
provides for the specific needs of any instal- 
lation most accurately and economically. 

The vast majority of hospitals have 
discovered this truth. Others are invited 
to make comparisons and satisfy them- 


selves of the certainty of Sloan superiority. 


SLOAN VALVE CO ¢ CHICAGO 
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Economic Problems Outstanding 
on Western Program 


Situation” will be the basic thought 

throughout the convention of the West- 
ern Hospital Association to be held in Salt Lake 
City, Utah, June 14, 15 and 16. Eminent speakers 
have been assigned subjects in line with this 
thought and a practical, helpful program is antici- 
pated. 

Each general session will be followed by a round 
table conference, when the various details of the 
subject matter presented at the general session 
will be considered at greater length. 

The program, which is now completed, will open 
on Tuesday morning, June 14, with the registra- 
tion of the delegates. Following this, an organ 
recital will be given in the famous Mormon Taber- 
nacle. A business meeting will be held in the after- 
noon. It will be opened by Dr. B. W. Black, medical 
director, Highland Hospital, Oakland, Calif., pres- 
ident of the Western Hospital Association. Offi- 
cers for the coming year will be elected. 

A public meeting will be held in the evening, 
presided over by President Black. Louis Marcus, 
mayor, Salt Lake City, and George H. Dern, gov- 
ernor of Utah, will welcome the delegates in spe- 
cially prepared addresses, to which G. W. Olson, 
superintendent, California Hospital, Los Angeles, 
will respond. 

Dr. Malcolm T. MacEachern, director of hospi- 
tal activities, American College of Surgeons, will 
sound the keynote of the remaining two-day pro- 
gram, on Wednesday morning, when he addresses 
the delegation on “Hospital Problems and Their 
Relationship to the Present Economic Conditions.” 
Other speakers and their subjects will include: 
Carl Badger, attorney, Salt Lake City, “Patients 
for Whose Care the Public Is Responsible”; Mat- 
thew O. Foley, editorial director, Hospital Man- 
agement, Chicago, “Emergency Care’; Jesse 
Budge, attorney, Salt Lake City, “Legislation 
Needed for the Good of Hospitals’; Dr. Charles 
W. Moots, representative of the American College 
of Surgeons, “Hospital Standards.” 

The afternoon session will be devoted to a study 
of nursing problems. Presiding over the meeting 


SF situation Problems and the Economic 





will be Carolyn Davis, superintendent, Good 
Samaritan Hospital, Portland, Ore. Speakers will 
include: Miss D. Dean Urch, superintendent of 
nurses, Highland Hospital, Oakland, Calif., G. W. 
Curtis, San Francisco, and Paul H. Fesler, presi- 
dent, American Hospital Association. 

The annual banquet will be held in the evening, 
with President Black presiding. President Black 
will present his annual report, after which Dr. 
George H. Stephens, superintendent, Winnipeg 
General Hospital, president-elect, American Hos- 
pital Association, will give the address. 


Departmental Problems to Be Discussed 


The general subject for the third day’s session 
will be “The Hospital and Its Departments.” The 
address on this subject will be given by Dr. Bert 
W. Caldwell, executive secretary, American Hos- 
pital Association. “The Housekeeping Depart- 
ment and Purchasing” will be discussed by E. L. 
Slack, superintendent, Samuel Merritt Hospital, 
Oakland, Calif. Methods of obtaining and per- 
forming autopsies and their value as a teaching 
function of the hospital will be discussed by Dr. 
L. L. Daines, dean of medicine, University of Utah, 
Salt Lake City. Margaret Smith, Thomas D. Dee 
Memorial Hospital, Ogden, Utah, will speak on 
“Social Service in a Modern Hospital,” and John 
A. McNamara, executive editor, THE MODERN HOs- 
PITAL, Chicago, will present a paper on “Public 
telations.” This session will be followed by a 
round table. 

At the closing session, John M. Pierce, research 
director, California Taxpayers’ Association, Sac- 
ramento, Calif., will speak on “Simplified Modern 
Accounting,” and will present a proposed plan to 
standardize hospital accounting. A public hospital 
section will be presided over by Dr. Charles E. 
Session, superintendent, San Diego County Hospi- 
tal, San Diego, Calif. At the closing round table 
session, President Fesler will discuss “Future Poli- 
cies of the American Hospital Association.” The 
last formal address will be that by the Rev. John 
Edward Carver, pastor, Presbyterian Church, 
Ogden, Utah, on “Shall the Budget Balance?” 
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Social Workers’ Program to Stress 
Case Work Activities 


The American Association of Hospital Social 
Workers will hold its fourteenth annual meeting 
at the time of the National Conference of Social 
Work in Philadelphia, May 16 to 21. The social 
case work activities of the medical social worker 
will be stressed in the program this year. 

The general program will be opened on Monday, 
May 16, by the annual business meeting at which 
will be presented the annual reports and the gen- 
eral business of the association. On Tuesday after- 
noon Dr. Earl D. Bond, director, Institute of 
Mental Hygiene, Philadelphia, will preside at a 
meeting at which will be discussed “Medical Social 
Treatment.” Edith Kruckenberg, supervisor, med- 
ical social work, Pennsylvania School of Social and 
Health Work, Philadelphia, will present the prin- 
cipal paper which will be discussed by Edith F. 
Eickhoff, director, social service, Indiana Univer- 
sity School of Medicine and Hospitals, Indianap- 
olis, and Edith Epler, director, social service, 
Syracuse Free Dispensary, Syracuse, N. Y. On 
Thursday afternoon there will be three group dis- 
cussions on the following subjects: “Social Case 
Work Interviews in Their Settings—A Discussion 
of Place as a Factor in the Social Case Work In- 
terview”; “Staff Education and Professional De- 
velopment”; “Criteria for Selection of Social 
Cases.” 


Committee’s Findings to Be Reviewed 


A general meeting of special importance to med- 
ical social workers will be held on Friday. The 
subject, “Yesterday and Today—An Analysis of 
Medical Social Practice,” will be discussed by 
members of the case competition committee who 
have during the past year reviewed the cases pre- 
sented in all competitions. This year no new cases 
were called for, but the committee will report on 
the many interesting factors and trends as re- 
vealed in this large group of cases. Additional 
progress reports have been received since the rec- 
ords were presented. A study of all first award 
and honorable mention cases has been made. 

There will be in addition several joint meetings 
with other groups, such as the National Tubercu- 
losis Association and the National Society for the 
Prevention of Blindness. There will also be joint 


sessions with some of the sections of the National 
Conference of Social Work during the morning 
hours at which time the general conference meet- 
ings are scheduled. 

Delegates will be entertained at tea at the Broo- 
mall Convalescent Hospital, Broomall, Pa. Dr. 
Joseph C. Doane, medical director, Jewish Hospi- 
tal, Philadelphia, will preside at the annual dinner 
of the association. 

An exhibit will be provided at the association 
booth in the auditorium where the meetings will 
be held. Members of the executive committee will 
be available for conferences. Opportunities to visit 
the Philadelphia hospitals will be arranged. 





Ohio Endorses Movement for 


Chapman Memorial 


A movement to honor the memory of the late 
Frank E. Chapman was initiated and met with 
warm support at the March meeting of the Ohio 
Hospital Association held in Akron. The following 
resolution was proposed and adopted: 

WHEREAS there is a widely appreciated need for 
the better training of hospital administrators 

WHEREAS one of the leaders in that movement, 
both in writing and in actual service was the late 
Frank E, Chapman 

THEREFORE BE IT RESOLVED that the Ohio Hos- 
pital Association endorse the suggestion that a 
plan be developed for the training of hospital ad- 
ministrators to be named, “The Frank E. Chap- 
man Memorial.” 

Be it further recommended that the trustees ap- 
point a committee to secure the cooperation of 
those interested. 

The proposal was that there be established an 
endowment fund of $10,000, contributed by the 
friends and associates of Mr. Chapman, which will 
constitute a revolving fund to assist students in 
hospital administration. The grant will be made 
to candidates selected by the committee, to assist 
them in financing their training at one of the group 
of hospitals that the committee will approve. The 
committee will consist of Rev. Maurice F. Griffin, 
Cleveland, Dr. A. C. Bachmeyer, superintendent, 
Cincinnati General Hospital, Cincinnati, and Guy 
J. Clark, executive secretary, Cleveland Hospital 
Council, Cleveland. 
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“A good way to meet 


1932 conditions. Mr. Manager” 





Here’s a solution for that 1932 problem “How can I cut cook- 
ing costs?”...a new line of Vulcan Junior gas ranges especially 
designed to reduce fuel, labor and food costs. 


Here are facts on how these savings are accomplished: 


1. Reduce heat losses and gas consumption in oven cook- 
ing. Thick insulation keeps heat in the oven. 


2. Make more effective use of oven heat, due to improved 
flue system. Ovens roast and bake equally well. 


3. Prevent overheated ovens and resultant food shrinkage 
and waste of gas by means of Oven Heat Control, which passes 
just enough gas to maintain temperature desired...and no more. 


4. Make top cooking more efficient by spreading heat from 
one burner under entire “A//-Hot-Top.” Every square inch is 
usable. Aerated burner has three separately controlled rings. All 
three rings heat top quickly, then one keeps it hot, economically. 


5. Reduces labor costs. You get more work from your kitchen 
force...due to more comfortable working conditions... heat is 
used to cook food and not to heat the kitchen... ranges require 
less watching because of closed top and oven heat control... 
smooth front of range is kept clean more easily, with less work. 


We know of instances where Vulcan Heavy-Duty gas ranges 
have cut fuel bills as much as $400 per month. Proportional 
savings should be made by this new Junior Line, for though 
smaller in size, it embodies the efficiency and low operating 
and maintenance costs of the Vulcan Heavy-Duty line. Opera- 
tors of small restaurants, hotels, tea rooms, hospitals, clubs, 
schools and churches are invited to write for full details on 
these money-saving gas ranges. 


STANDARD GAS EQUIPMENT CORPORATION 
18 EAST 41st STREET, NEW YORK CITY 


New York . Philadelphia . Baltimore . Chicago . Boston . Birmingham 
Pacific Coast Distributor: Northwest Gas & Electric Equipment Co., Portland, Oregon 


VULCAN 


VULCAN EQUIPMENT MAKES GAS THE MODERN 
EFFICIENCY FUEL...CLEAN, FAST AND ECONOMICAL 




















@ This is the new Vulcan 4712 Junior Range 
with Salamander Broiler at top and a new All- 
Hot-Top and open top combination cooking top. 


@ The new Vulcan 4700 Junior All-Hot-Top 
Range with high shelf. 
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the report from the angle of the public, Prof. F. 


ian Nurses to Hold Biennial i am te EM 
Canad . a s d . . Clarke, McGill University, from the viewpoint of 
the educationist, Dr. G. Stewart Cameron, from 


Meeting June 21-25 
the viewpoint of the medical profession, and 


St. John, New Brunswick, is the city chosen for  Pyof. Roy Fraser, Mt. Allison University, from the 
the biennial meeting of the Canadian Nurses As-  yjewpoint of the scientist. 
sociation which will be heid June 21 to 25. Salient features of the report to be considered 
The central theme of the program will be the at three genera! sessions are: recommendations re- 
report of the Survey of Nursing Education in garding the approved training school, the cost 
Canada. The Hon. Vincent Massey will discuss of nursing education and nursing distribution. 











oo— 































American Association of Hospital Social Workers. 
President, Elizabeth Wisner, Tulane University, 
New Orleans. 
Executive secretary, Helen Beckley, 18 East 
Division Street, Chicago. 
Next meeting, Philadelphia, May 14-21. 


American College of Surgeons. 
President, Dr. Allen B. Kanavel, 54 East Erie 
Street, Chicago. 
Director general, Dr. Franklin H. Martin, 40 
East Erie Street, Chicago. 
Next meeting, St. Louis, October 17-21. 


American Hospital Association. 
President, Paul H. Fesler, Wesley Memorial 
Hospital, Chicago. 
Executive secretary, Dr. Bert W. Caldwell, 18 
East Division Street, Chicago. 
Next meeting, Detroit, September 12-16. 


American Medical Association. 
President, Dr. Edward Starr Judd, Rochester, 
Minn. 
Secretary, Dr. Olin West, 535 North Dearborn 
Street, Chicago. 
Next meeting, New Orleans, May 9-13. 


American Protestant Hospital Association. 
President, Rev. A. O. Fonkalsrud, Mansfield Gen- 
eral Hospital, Mansfield, Ohio. 
Executive secretary, Dr. Frank C. English, Hyde 
Park, Station O, Cincinnati. 
Next meeting, Detroit, September 9-12. 


Association of Record Librarians of North Amer- 
ica. 
President, Maurine Wilson, Ravenswood Hospi- 
tal, Chicago. 
Secretary, Betty Gray, Nassau Hospital, Mine- 
ola, N. Y. 
Next meeting, Detroit, September 12. 


Catholic Hospital Association of the United States 

and Canada. 

President, the Rev. Alphonse M. Schwitalla, S.J., 
Dean, St. Louis University Medical School, 
St. Louis. 

Secretary, M. R. Kneifl, 1402 South Grand Blvd., 
St. Louis. 

Next meeting, Villanova, Pa., June 21-24. 


Colorado Hospital Association. 
President, Frank J. Walter, St. Luke’s Hospital, 
Denver. 


Coming Meetings 





Executive secretary, William S. McNary, Uni- 
versity of Colorado School of Medicine and 
Hospital, Boulder. 

Next meeting, Denver, June 10. 


Connecticut Hospital Association. 
President, Oliver H. Bartine, Bridgeport Hospi- 
tal, Bridgeport. 
Secretary, Maud E. Traver, General Hospital, 
New Britain. 
Next meeting, Middletown, May 6. 


Midwest Hospital Association. 
President, E. Muriel Anscombe, Jewish Hospital, 
St. Louis. 
Secretary, Walter J. Grolton, Missouri Pacific 
Hospital, St. Louis. 
Next meeting, St. Louis, June 2-3. 


Minnesota Hospital Association. 
President, Dr. Fred G. Carter, Ancker Hospital, 
St. Paul. 
Secretary-treasurer, James McNee, St. Luke’s 
Hospital, Duluth. 
Next meeting, St. Paul, May 23-25. 


New Jersey Hospital Association. 
President, Dr. George O’Hanlon, Jersey City 
Medical Center, Jersey City. 
Executive secretary, Marie Louis, Muhlenberg 
Hospital, Plainfield. 
Next meeting, Atlantic City, May 13-14. 


Hospital Association of New York State. 
President, Carl P. Wright, Syracuse General 
Hospital, Syracuse. 
Secretary, Julian Funt, Beth Israel Hospital, 
New York City. 
Next meeting, New York City, May 5-7. 


North Carolina, South Carolina and Virginia Hos- 
pital Associations. 
Next meeting, Richmond, Va., May 17-19. 


South Dakota State Hospital Association. 
President, J. S. Harkness, Methodist State Hos- 
pital, Mitchell. 
Secretary, C. W. Carlson, Moe Hospital, Sioux 
Falls. 
Next meeting, Mitchell, June 7-8. 


Western Hospital Association. 
President, Dr. B. W. Black, Highland Hospital, 
Oakland, Calif. 
Secretary, Mrs. L. M. Armstrong, Los Angeles. 
Next meeting, Salt Lake City, Utah, June 14-16. 
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RADIOGRAPHS 


protect the hospital against deaths due to 








AMoNnG new-born infants, and children being 
operated on, undetected thymus hypertrophy fre- 
quently is a cause of sudden death. 


Often, the condition gives no physical symptoms 
other than difficulty in breathing, and color change. 
Yet x-ray studies show that more than 7% of all 
infants have enlargement of the thymus gland ne- 
cessitating x-ray treatment; that between 5% and 


7% of children of adenoid and tonsil age show x-ray 


shadows suggestive of thymus hypertrophy. 


Because radiography is the simplest and most eco- 
nomical way of detecting this condition in time to 
prevent sudden deaths, more and more hospitals are 


THYMUS HYPERPLASIA 


Left—Chest radiograph revealing marked enlargement of 
thymus ina child eight months old. Note size of gland shadow. 
Right—Radiograph of the same case four months later, record- 
... ing effects of x-ray treatments. Note reduction in size of gland. 





making thymus radiography a routine procedure. 


You, too, should protect the reputation of your 
hospital and your staff by this simple safeguard. 


* * * 


Your radiologist should be provided with sensi- 
tive, uniform, Eastman Ultra-Speed or Eastman 
Diaphax Safety X-ray Films for this radiographic 
technic. Their sensitivity permits the short ex- 
posures that are necessary, due to difficulty usually 
encountered in immobilizing the patient and tem- 
porarily suspending respiration. Their uniformity 
facilitates comparison between radiographs made 


before and after treatment. 






EASTMAN KODAK COMPANY, Medical Division, 


| 343 State Street, Rochester, N. Y. 


Gentlemen: I should like to receive the free bi-monthly magazine, ‘‘Radiography 
and Clinical Photography,’’ published in the interest of better 


EASTMAN X-RAY 


| Name __.__- 


FILMS—the accepted radio- | Institution 


graphic media the world over | No. €# St... 





| radiography and photography. 
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June 2 and 3 Chosen for Meeting 
of Midwest Association 


ing the states of Colorado, Kansas, Missouri 
and Oklahoma, will hold its sixth annual 
meeting in St. Louis, June 2 and 3. 

The officers of the association, as well as the 
various state executives, are making every effort 
to impress the members of the association with 
the importance of attending the annual meeting 
this year, stressing the point that at no time in 
the past has the individual hospital administrator 
so needed the stimulus of a convention as at pres- 
ent when he is confronted with problems of such 
paramount importance. 

An interesting program has been arranged by 
the program committee, consisting of E. Muriel 
Anscombe, superintendent, Jewish Hospital, St. 
Louis, and president of the Midwest association, 
Dr. L. H. Burlingham, superintendent, Barnes 
Hospital, the Rev. R. D. S. Putney, superintendent, 
St. Luke’s Hospital, Walter J. Grolton, superin- 
tendent, Missouri Pacific Hospital, and E. E. King, 
superintendent, Missouri Baptist Hospital, all of 
St. Louis. 

Following the registration of delegates on the 
opening day, Miss Anscombe will preside at the 
first general session. Appearing on this program 
are Dr. Bert W. Caldwell, executive secretary, 
American Hospital Association, who will talk on 
geographic membevship, and Dr. B. A. Wilkes, 
consultant for Baptist hospitals in Missouri, who 
will make “Some Suggestions to Meet Present 
Economic Conditions in Hospitals.” Doctor Wilkes’ 
talk will be discussed by Dr. G. W. Jones, Law- 
rence, Kan. 

The presiding officer for the afternoon session 
will be Frank J. Walter, superintendent, St. Luke’s 
Hospital, Denver, and president, Colorado Hospi- 
tal Association. Appearing on this program are: 
Dr. Bert W. Caldwell, who will present a sym- 
posium on state laws that affect the hospitals com- 
prising the Midwest Hospital Association; Dr. 
M. T. MacEachern, director of hospital activities, 
American College of Surgeons, Chicago, who will 
speak on “The Qualifications and Responsibilities 


' THE Midwest Hospital Association, compris- 





of a Record Librarian”; J. P. Jacobs, credit man- 
ager, Missouri Baptist Hospital, St. Louis, who 
will speak on “An Experiment in Cooperative 
Collection of Hospital Accounts,” and James A. 
Singer, a St. Louis lawyer, who will discuss Doctor 
Caldwell’s paper. 

The annual banquet and dance will be held in 
the evening with C. Rufus Rorem, associate for 
medical services, Julius Rosenwald Fund, Chicago, 
as the speaker. 


Varied Topics Will Mark Second Session 


A number of short speeches are scheduled for 
the second day. They will appear on the program 
in the following order: 

“The Use of Civil Hospitals for Veterans,” Paul 
H. Fesler, superintendent, Wesley Memorial Hos- 
pital, Chicago, and president, American Hospital 
Association ; “The Importance of a Survey Prelimi- 
nary to a Hospital Building Program,” Matthew 
O. Foley, editorial director, Hospital Management, 
Chicago; Discussion, H. D. Smith, business man- 
ager, State University Hospital, and Oklahoma 
Hospital for Crippled Children, Oklahoma City; 
“Responsibilities of Boards of Trustees,” John A. 
McNamara, executive editor, THE MODERN Hos- 
PITAL, Chicago; Discussion, Aaron Waldheim, 
president, Jewish Hospital, St. Louis; “Graduate 
Nursing Service Versus Student Service in a Small 
Hospital,” Dr..Rush E. Castelaw, Kansas City, 
Mo.; Discussion, From an Economic Viewpoint, 
W. J. Grolton, superintendent, Missouri Pacific 
Hospital, St. Louis; Discussion, From an Educa- 
tional Viewpoint, Louis Hilligass, superintendent, 
University Hospitals, Columbia, Mo.; “Efficiency 
in Food Service,” Mrs. Lee Shrader, dietitian, 
Barnes Hospital, St. Louis. Dr. G. W. Jones, 
Lawrence, Kan., will preside. 

At the afternoon and closing session Phoebe 
Kandel, department of nursing education, Colo- 
rado State Teachers College, Greeley, will speak 
on “Standardization in Hospitals,” and there will 
be a round table discussion conducted by Doctor 
MacEachern. 
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Believe Your Eyes! 


Here — certified —is the exact amount 
of olive oil that goes into every 
cake of Palmolive 






What other soap tells you— 


shows you— its ingredients? 





UST look at this test tube. You 

know the priceless cosmetic ef- 
fect of olive oil. Here the camera 
shows the exact amount of olive 
oil that goes into every cake of 
Palmolive. That is why more than 
20,000 beauty experts and millions 
of women consider Palmolive more 
than a soap—a priceless beauty treat- 
ment. Blended with the olive oil are 
oils from palm trees to give a rich, 
creamy lather. No other fats what- 
soever! 

Do other soaps offer you this? Do 
they show you—or even tell you— 
what they are made of? Palmolive 
does! Every cake is marked. It is 
made of olive and palm oils. Its very 
color is che natural green of these two 


SEND FOR 
FREE BOOKLET 


COLGATE-PALMOLIVE-PEET COMPANY 








vegetable oils. No artificial color- 
ing! Pure. Sweet. Naturally fragrant. 

That is why we say to you: Supply 
Palmolive Soap to your patients. For 
many years Palmolive has been the 
one toilet soap preferred to all other 
kinds. And now it is winning thou- 
sands of new users every day. 
Palmolive in your hospital shows 
patients you are considerate of their 
beauty needs. 

In spite of its quality and prestige, 
Palmolive costs no more than 
ordinary soaps. Y our hospital's name 
printed on the wrappers with orders 
of 1,000 cakes or more. We will 
gladly send you samples and prices 
of our five special sizes for hospi- 
tals. Mail the coupon today. 





















Dept. MH-5, Palmolive Building, Chicago 
Without obligation send me your free booklet, Hospital Cleanliness Maintenance together | 
with Palmolive Soap samples and prices. 


COLGATE-PALMOLIVE 
PEET COMPANY 





Name — Palmolive Building, Chicago 
alas eat New York Kansas City Milwaukee 
Address City State | San Francisco Jeffersonville, Ind 
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Two Rochester Hospitals Benefit 
by Eastman Bequests 


cochester General Hospital and Genesee Hos- 
pital, Rochester, N. Y., were left $50,000 each by 
the terms of the will of George Eastman whose 
death by suicide was reported recently. Many 
philanthropic institutions of the city received 
similar bequests. The Rochester Community Chest 
will receive $100,000 for the first year following 
Mr. Eastman’s death and $50,000 the second year, 
with no further provision made. 

The University of Rochester receives the bulk 
of Mr. Eastman’s estate valued at $20,000,000. A 
bequest of $1,000,000 was made to the Rochester 
Dental Dispensary. Through Mr. Eastman’s gen- 
erosity, a number of clinics have been or are being 
established abroad. 





Hospital Celebrates Twenty-Five 


Years of Progress 


The Hospital for Joint Diseases, New York City, 
celebrated its twenty-fifth anniversary with a clin- 
ical week, April 15 to 21. 

In reviewing the history of the hospital, the 
printed program pointed out that 363,650 indi- 
vidual patients have been treated since it was 
founded, and that 2,686,934 visits to the out-pa- 
tient department were made by patients in poor 
circumstances. 

Patients cared for during 1931 numbered 5,462. 
The staff includes 305 physicians and surgeons, 
who took part in the clinical week exercises. 





Mercy Hospital, Chicago, Buys Deep 
Therapy Unit of Million Volts 


A million-volt deep therapy apparatus is 
shortly to be added to the equipment of the cancer 
clinic, Mercy Hospital, Chicago. 

The clinic will then have an x-ray outfit capable 
of producing x-radiations of extreme intensity, 
emanating from a special x-ray tube which is ener- 
gized with one million volts. 

This will be the second installation of its kind 
in the world. The first was installed last fall in 





the New York Memorial Hospital, New York City. 
This equipment is said to deliver x-radiation the 
equivalent of that which emanates from many mil- 
lions of dollars worth of radium. 

Dr. Henry Schmitz is in charge of the cancer 
clinic at Mercy Hospital. 





iNew , York Inaugurates Program to 
Improve Welfare Services 


A three-year program aiming to establish a 
statewide social intelligence service to make more 
effective the efforts of public welfare agencies was 
inaugurated in New York State on April 1, it has 
been announced by the State Department of Social 
Welfare. 

This project will be conducted by the depart- 
ment’s bureau of research, and involves the crea- 
tion of facilities for currently assembling in the 
state department information on all phases of so- 
cial welfare activity in the state. Systematically 
compiled and periodically dispatched to the bu- 
reau’s Albany headquarters, these data are de- 
signed to provide a constant flow of dependable 
information covering progress and changes in pub- 
lic and private welfare operations. 

In summarized and analyzed form, the results 
will show the taxpayer what use is being made of 
his contribution to the state’s welfare budget, the 
total volume of such services, and the manner in 
which public and private agencies are sharing the 
cost. They will constitute a reference for the guid- 
ance and information of the legislature, public 
welfare administrators, social workers, directors 
of institutions, contributors to philanthropic enter- 
prises and others whose interests are in any way 
connected with social welfare. 

The scope of the study will include all the social 
welfare agencies coming within the purview of the 
Department of Welfare. Special attention will be 
directed first to the following fields: child care, in- 
cluding 154 institutions for dependent children, 
100 temporary shelters for children, 90 child plac- 
ing agencies; mothers’ assistance, given through 
48 boards of child welfare; children’s courts; 
public outdoor relief given in 116 city and county 
districts ; old age relief, 79 separate offices; public 
homes for the aged, of which there are 62 in the 
state, and hospitals, 300. 
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New York Hospital, Cornell Medical Center 
where American Air Filters are in constant 
use. Coolidge, Shepley, Bulfinch and Abbott, 
irchitects: Buerkel and Company, Engineer; 


Mare Eidlitz, Contractor. 





Pure, clean air is vital to the medical profes- 
sion in its fight against disease. Of course, you 











know its value but you will find every word in nF 

this chapter of our new book on Filtered Air =F sh ‘fe 
of great interest. It covers in a graphic way aed 
the dangers from germs that ride the dust par- ' gi Meat ’ a 
ticles. It gives facts and figures regarding the f sees 
relation of respiratory diseases to dust. It lists Hae vis if 
a few of the many hospitals--as well as schools, f Q: ‘@. 
colleges and public buildings where people A-: 


congregate in large numbers, that are protect- 
ing their occupants with American Air Filters. 
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Air conditioning is a subject that is foremost 
in the minds of thinking people today. Air 
filtration is the essential part of any method of 
air conditioning. Just use the attached coupon. 
Your copy is free. 





c oUPON 
FILTERS AMERICAN AIR FILTER COMPANY, Inc. 
“ 132 Central Avenue, Louisville, Ky. 





AMERICAN 


_ SS -_ . Gentlemen: 
American Air Filter Co., Inc. 
132 Central Avenue, Louisville, Kentucky 


In Canada, MIDWEST CANADA LTD., Montreal, P. Q. 


I am interested in your new booklet, “Filtered Air.” 





Name 





Address 


City 
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Study on Costs of Federal and Civil 
Hospital Service Is Made 


After an investigation of the comparative costs 
of service in federal and civil hospitals, C. Rufus 
Rorem, associate for medical services, Julius Ro- 
senwald Fund, has presented his findings to the 
officers of the fund. 

The summary of Mr. Rorem’s study, which will 
be of interest to the hospital field at large, is given 
here. 
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“It would be necessary for the Veterans’ Admin- 
istration to select a limited number of nonfedera! 
hospitals with which contracts would be made for 
such care and to make arrangements with physi- 
cians or medical societies for care of veterans in 
these hospitals at specified rates for various serv- 
ices. The medical profession would benefit finan- 
cially by the use of local physicians who would 
receive these stated fees for services to veterans, 
regardless of their financial status. Probably most 
of the services to veterans, however, would be ren- 





. . . . . — 
“According to a resolution introduced into Con- dered by a limited = of phy sicians designated 
gress by Representative McClintic of Oklahoma, it PY the Veterans’ Administration. 
is proposed to permit the Veterans’ Administration Why a Saving Would Not Be Effected 
to provide medical services for veterans’ illness or ™ , - : 
disability not connected with war service in local sony vs the federal hospitals me veterans have 
hospitals when beds in federal hospitals are not heen Guat ni men reagerssongr ee anvay Seem euntave | 
available. This plan has been submitted both as a ae population. caer ape have _ been selected 
measure of supposed economy for the government with a view to their sale or their disposal for utili- net 
etal ts tin inet at tate tandtnn’ enue ter the zation as civilian hospitals when the medical care 
Gilets: shes Tees tien ton tm o teenie fot his of veterans has decreased in amount. In selecting bre 
' ; voles at : sites for more veterans’ hospitals for any class of 
home and might have opportunity to select his phy- , pre 
sician personally. The conclusion of this report is — the federal government should consider the ; 
that such legislation could not be supported as an Cispose! value of the prepanyy ‘ —_ - 
econemy measure The expanded authority of the administrator of f 
: veterans’ affairs, if granted by Congress, would 0 
Would Increase Demand for Hospitalization probably have the effect of retarding construction ne 
“Its immediate effect would probably be to in- of more veterans’ hospitals by the federal govern- 
crease expenditures for medical care of veterans ment, although some new federal hospitals will ph 
It would undoubtedly increase the demand for wa doubtless be constructed for the care of mental and 
pital care of veterans at federal expense, since it is tuberculous cases. Over a period of thirty years 
estimated that several times as many veterans are the costs of ied federal hospitals for general med- ] 
not treated for general medical and surgical con- ical and surgical cases would probably not exceed . 
ditions in nonfederal hospitals as are cared for in ” P& gendng gelesen expenetiuess wa mation w 
general hospitals of the Veterans’ Bureau through- care in case all veterans are provided services at 
out the country government expense. As a device merely to avoid m 
“At present federal expenditure for medical care hospital construction, therefore, the proposed leg- 
of veterans is about $50,000,000 annually, but this islation would not involve a saving for the federal 
amount would probably exceed $100,000,000 if all #oVvernment. ” 
veterans needing hospitalization were treated at Public Opinion Will Influence the Issue 
government expense. The total expenditures of all " : tl 
kinds on behalf of veterans now exceed $500,000,- As to current expense, the comparative cost of 
000 annually, more than half being paid as com- the care of veterans in local, nonfederal hospitals a 
pensation and pensions. as compared with their care in federal hospitals 
“The proposed legislation would probably not Will be of secondary influence in determining de- 2 
increase occupancy of nonfederal hospitals by Cision upon the proposed legislation. What is to be re 
more than a small percentage. It would, however, done with regard to tax supported medical care for 
place the cost of hospital care and the professional veterans (less than 4 per cent of the population) b 


fees for veterans upon the federal government 
rather than upon the veteran, his family, local 
taxes or private philanthropy. 


is a matter of public policy which will be deter- 
mined by congressional action, influenced pri- 
marily by public opinion.” 





THE’ MODERN HOSPITAL—May, 1932 












The 






of nervous cases 


diet 








N IMPORTANT physiological effect of 
A caffeine is stimulation of the central 
nervous system—mainly on that part of the 
brain connected with psychical functions, 
producing a condition of wakefulness and 
increased mental activity. Caffeine, there- 
fore, is contraindicated in the case of 
nervous persons, for whom both mental and 


physical rest are so important. 


On the other hand, there is the psycho- 
logical effect of a warm, stimulating drink 
which is conducive to sleep and affords a 


mental and physical sense of good cheer. 


By habit and taste, the natural desire of 
most Americans chooses coffee as a meal- 
time beverage. Deprivation of coffee when 
a patient is already in an easily excitable 
condition, not only imposes an irritating 


restriction, but also deprives him of the 


beneficial effects of a hot drink. 





In modern practice, both the physiologi- 
cal and psychological are balanced by pre- 
scribing for all cases of nervousness, a coffee 
without caffeine. In this way, the effects of 
caffeine are overcome with no loss of bene- 


fits of a warm and satisfying drink. 


Kellogg’s Kaffee Hag Coffee is free of 
caffeine effect. 97% of the caffeine is 
removed together with indigestible wax. 
Yet the full flavor of coffee is preserved with 
all its aroma and richness. It is particularly 
valuable in nervous cases, and may also be 
used in virtually every case where any 
nervous excitation might be harmful, as for 


pregnant women, for invalids and convales- 


cents, and for people of advanced years. 


A complimentary professional sample of 
“the coffee that lets you sleep” will be sent 
to you on request. Address Kellogg Com- 


pany, Battle Creek, Michigan. 
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A. H. A. Asks Cooperation in 
Membership Drive 


The American Hospital Association is appealing 
to the 2,850 potential institutional members in this 
country and Canada for membership support in 
the association. 

In the appeal, which has already been mailed 
from headquarters of the American Hospital Asso- 
ciation, it is pointed out that “there are approxi- 
mately 7,000 hospitals in the United States and 
Canada. Of this number, 3,750 are Federal, state, 
county or city institutions, which have no appro- 
priation for the payment of membership dues in 
any association. In addition, some 400 institutions 
are not eligible for membership in the association. 
There are 2,850 potential members of the associa- 
tion which should be enrolled in the institutional 
membership. 

“The American Hospital Association has 1,504 
institutional members in the United States and 
Canada. Obviously there is a need for every insti- 
tutional member to cooperate with the member- 
ship committee in an intensive effort to interest 
hospitals that are not members to join. 

“The objective of the membership committee is 
to enroll 250 new institutional members, 500 addi- 
tional active and associate personal members and 
100 additional life members.” 

All personal and institutional members are 
urged to take an active part in the drive. 





Rhode Island Organizes 
Hospital Council 


A Council of Hospital Superintendents for 
Rhode Island was organized on March 18, with 
the following officers chosen for the coming year: 
president, Carl A. Lindblad, director, Homeo- 
pathic Hospital of Rhode Island, Providence; 
vice-president, Dr. Harmon P. B. Jordan, super- 
intendent, Providence Lying-in Hospital; secre- 
tary-treasurer, Charles M. Hoffman, superintend- 
ent, Miriam Hospital, Providence. 

Other superintendents present at the organiza- 
tion meeting, which was held at Miriam Hospital, 
were: Dr. Arthur H. Ruggles, Butler Hospital; 
Dr. William O. Rice, Rhode Island Hospital; Dr. 
D. L. Richardson, Charles V. Chapin Hospital; 





MONTH (Cont'd) 





QV Oe SS 


Thomas E. Marsden, Hope Hospital, all of Provi- 
dence; Walter E. Wright, Pawtucket Memorial 
Hospital, Pawtucket; John C. Gardner, Woon- 
socket Hospital, Woonsocket; Harry J. Dunham, 
Newport Hospital, Newport; Maud F. Denico, 
South County Hospital, Wakefield; Helen M. 
Blaidsdell, Westerly Hospital, Westerly; Blanche 
Peterson, Notre Dame Hospital, Central Falls; 
Dr. Harry L. Barnes, Rhode Island State Sana- 
torium, Wallum Lake. 

Objects of the new organization are: coopera- 
tion among the administrators of the various hos- 
pitals in Rhode Island; the promotion and coordi- 
nation of the work of the hospitals for the ultimate 
good of the individual patient and of the commu- 
nity; the promotion of economy and efficiency in 
hospital management; the development of partici- 
pating relationships with the organized medical 
profession, the state and city authorities and the 
unofficial agencies. 





Famous Old Chicago Hospital to 
Be Enlarged 


The famous old ivy covered stone United States 
Marine Hospital on Clarendon Avenue, Chicago, 
is soon to be enriched by a half million dollar four- 
story addition. The addition is expected to be 
completed within ten months. 

The new unit will be east of the old building and 
will be connected with it on each floor. It will have 
exterior walls of Lemont limestone, the same as the 
original structure. The roof will be flat, however, 
instead of mansard, as in the old building, and will 
be used as an open air solarium. 

Additions and alterations are also to be made to 
the following structures on the _ eleven-acre 
grounds: the main hospital building; boiler house 
and laundry; a relocated garage building; attend- 
ants’ quarters; nurses’ and pharmacists’ quarters, 
and junior medical officers’ quarters. 

The administrative offices and out-patient ac- 
commodations will be moved from the existing 
building to the first floor of the new unit. The 
second and third floors will be devoted to wards 
and rooms with a total of 250 beds. The entire 
fourth floor will be given over to operating rooms 
and a new x-ray department. 

The officer in charge as head of the hospital is 
Dr. John W. Trask, medical director. 


Vol. XXXVIII, No. 5 


















[HE MODERN HOSPITAL—May, 1932 


Six Pure Fruit Flavors 
Tamm lati-ia-Ssilateme Gelilellakelilelat: 


There 
is only one 
Jell-O. Seven out of 
every ten families 
will accept no 
substitute 





ET JELL-O, a pure, wholesome and 

delicious food, help you brighten 
the patient’s tray with color and variety. 
It can be done most economically, too. 


The six pure fruit flavors of Jell-O offer, 
in themselves, various interesting com- 
binations. For example, orange with 
lemon; lime with raspberry; lemon with 
raspberry, strawberry, or cherry. 


Jell-O also combines excellently with 
small quantities of fruits and fruit juices 
left from other uses. 


Other interesting changes in flavor and 
appearance can be obtained by whip- 
ping the Jell-O and folding in marsh- 
mallows, fresh fruits, or nuts. 


Send today for an assortment of tested 
quantity recipes for new Jell-O des- 
serts, salads, and variations. All are as 
easy to prepare as they are economical 
to serve. 





PLEASE 





FILL IN 





There w only one 


JELL- 


REG. U. S. PAT. OFF 


A GENERAL FOODS PRODUCT 


COMPLETELY — PRINT 
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FOR DIABETICS 
You can safely let diabetics enjoy the pleasing variety 
of Jell-O by serving them D-Zerta, widely recommended 
by the medical profession for patients limited in their 
carbohydrate intake. The only difference between the 
two products is that D-Zerta is sweetened with sac- 








charin instead of sugar. 
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NAME AND 














GENERAL FOODS SALES CO., Inc 


» New York, N. ¥ J-MH 


tion Department 
250 Park Ave 












Please send me free tested lantity © pes for le Ov 


OC) Salads Entrees Desserts Free D-Zerta Book!et 
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In Canada, addre 











132 


— 





EDGAR BLAKE, JR., recently assumed the super- 
intendency of the Methodist Episcopal Hospital, 
Gary, Ind. 


Miss JOHNNIE LETA HENRY is the new superin- 
tendent, Shawnee Municipal Hospital, Shawnee, 
Okla. 


Dr. JOHN C. RANDALL, superintendent, Cleve- 
land Municipal Sanitarium, Cleveland, became 
superintendent, Pawling Sanitarium, Wynantskill, 
N. Y., on April 15, succeeding the former head of 
the institution, Dr. LEo G. GUYER. 


WorTH L. HOWARD of the Cleveland Welfare 
Federation has resigned to become an assistant 
director of the University Hospitals, Cleveland. 


Mrs. CLYDE NASON, who has been in charge of 
the Baker Hospital, Baker, Mont., for the last five 
years, is to take over the management of the new 
Hettinger Hospital, Hettinger, N. D., on June 1. 





E. G. FULTON, business manager, Glendale San- 
itarium and Hospital, Glendale, Calif., has accepted 
a position as manager and secretary-treasurer of 
the new Porter Sanitarium, Denver, Colo. 


Dr. PARLANE KINLOCH, principal medical offi- 
cer, Scottish Department of Health, Edinburgh, 
died recently. DocToR KINLOCH, although only 
forty-six years old, was an outstanding figure in 
the field of public health. 


HELEN M. OSTEN, surgical supervisor, Marietta 
Memorial Hospital, Marietta, Ohio, is the new su- 
perintendent at that hospital, taking the place of 
IRA J. DODGE, who has gone to the Huron Road 
Hospital, Cleveland. 


Dr. J. H. CURTIS has been chosen to head the 
newly completed Veterans’ Administration Hospi- 
tal, Wichita, Kan. 


Sir HENRY WELLCOME, of American birth and 
well known for his scientific work and extensive 
researches in connection with tropical diseases, 
was recently elected an honorary fellow of the 
Royal College of Surgeons of England. SIR HENRY 
is a director of the Gorgas Memorial Institute, 
Washington, D. C., and founder of the Wellcome 
Tropical Research Laboratories at Khartoum, 
Africa. 
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B. EVANS PARRY, for many years director of the 
Canadian Government’s Hospital Advisory Archi- 
tectural Services, has recently formed a partner- 
ship with HAROLD J. SMITH, as practicing archi- 
tects in Toronto. 


Dr. J. GOULD GARDINER, Columbia Clinic Hos- 
pital, Columbia, Miss., was elected president of the 
Mississippi Hospital Association at its annual 
meeting in Jackson, April 11. Dr. J. C. CULLEY, 
superintendent, Oxford Hospital, Oxford, was 
chosen secretary-treasurer. 


St. Luke’s Is New Name of Woman's 
Hospital, Saginaw, Mich. 


The Woman’s Hospital, Saginaw, Mich., is now 
being operated by the Lutheran Inner Mission 
Society of Saginaw Valley, and the name of the 
hospital has been changed to St. Luke’s. There has 
been no change in the personnel. 





Illinois Hospital Gives Free Service 


to School Children 


The Sterling Public Hospital, Sterling, IIl., 
admitted thirty-six school children on April 7 and 
removed their tonsils and adenoids, a service that 
was given without charge. 

Martina C. Thode, superintendent of the hos- 
pital, points out that this work will take the place 
of the program planned for Hospital Day. 





Jamaica Hospital Celebrates Its 
Fortieth Birthday 


The Jamaica Hospital, Richmond Hill, N. Y.., 
commemorated its fortieth anniversary on April 
13 with a dinner dance at the Waldorf-Astoria 
Hotel, New York City. Some three hundred per- 
sons—trustees, medical staff and friends of the 
institution—were present. 

Jamaica Hospital started as an institution of 
three beds, maintained by the women of the village 
of Jamaica. It was the only hospital in the com- 
munity at that time. The present Jamaica Hospital 
is the outgrowth of that small beginning and con- 
tinues to be a community hospital. 
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JOE PALOOKA 


THE DUMB, LOVABLE STORE CLERK WHO FIGHTS HIS WAY TO THE WORLD'S 
HEAVYWEIGHT CHAMPIONSHIP 


7 e . d 7 
Youll laugh with him! Youll cheer for him! 
q e e 
Joe Palookaissent to youthroughthecourtesy of the Columbia Broadcasting System. Look 


of Heinz Rice Flakes —‘‘One of the $f Varie- for the time and station nearest you on the 


ties.” Broadcast over a coast-to-coast hook-up radio page of your newspaper—and listen in! 
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FOOD SERVICE AND EQUIPMENT 
<< SK—_!— 









OOD 


A Series by Katuertne Mircuett Tuoma, Dietitian, anv Herman Situ, M_D., 


discuss a method of handling therapeutic diets 

as a modification of the general hospital diet- 
ary. This is a development of the last few years 
which, because of its economic importance at the 
present time should perhaps be discussed more 
fully. Although one might be led to believe that 
this aspect of the work is entirely within the prov- 
ince of the dietitian, the administrator is definitely 
involved because of the economics of the situation 
and the administrative changes that must accom- 
pany this program. 

When dietitians were first employed in hospitals. 
their two main functions were usually the teaching 
of dietetics to nurses and the administration of 
the diet kitchen where the diabetic and other spe- 
cial diets were prepared. We believe that it is still 
generally agreed that the preparation of weighed 
diabetic diets should be separated from the regular 
hospital dietary. In smaller organizations where 
the number of diabetic diets is not great, this might 
not be a necessity, but in larger organizations the 
involved nature of computing and preparing these 
weighed diets is more easily handled in a separate 
unit. 


|: CLOSING this series of articles, we wish to 


From the Old to the New 


Attention to diets in those days was given only 
for those conditions for which special diet was a 
therapeutic measure. With the advances in the 
knowledge of nutrition, greater interest has been 
aroused in the normal adequate diet. At the same 
time, further study of the different corrective diets 
has shown that any therapeutic diet on which a 
patient is expected to live for an extended period 
of time must supply all the essential nutrients. It 
must meet insofar as possible the same nutritional 
requirements as an adequate normal diet. 
Therapeutic diets need not be considered as sep- 


Superintendent, Michael Reese Hospital, Chicago 


Shall the Special Diet Kitchen 
Be Eliminated? 





arate units, but rather thought of as normal diets 
adapted to special conditions of certain diseases. 
This logical approach to therapeutic diets is clearly 
given in “Talks to Nurses on Dietetics” by Dr. 
Ruth Wheeler, professor of nutrition and physiol- 
ogy, Vassar College. Doctor Wheeler points out 
that in general all therapeutic diets fall into one of 
three definite categories: first, modification in 
consistency ; second, modification in amount of one 
or more of the nutrients; third, modification of 
energy value. 


Planning Around the General Diet 


If we start with the premise that the general 
diet is planned to include all essential nutrients, it 
would seem to be the logical basis for all thera- 
peutic diets. Most hospital systems must have a 
full diet and a soft or light diet. When these menus 
are properly planned they contain practically all 
the foods needed for all the therapeutic diets. The 
supplementary foods which must be added can 
easily be cared for in the main kitchen. 

The accompanying menus for a day show what 
modifications of the general menus are necessary 
for some typical special diets. It may thus be seen 
how the menus for therapeutic diets can be modifi- 
cations of the general diet. The next logical step 
is, of course, actually to make the modification of 
the general diet in the main kitchen and eliminate 
the special diet kitchen. 

The elimination of the special diet kitchen has 
many obvious economic advantages, the details 
of which need not be discussed further. It seems 
to be a peculiar milestone of progress that the place 
in which dietitians first found an opportunity to 
work in the hospital is now the place we would 
eliminate. 

The elimination of the special diet kitchen is a 
practical procedure and does not work any hard- 
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Quantity ‘Production brings down the (1 ost of 


THIS 
PRACTICAL 
COMBINATION 
BOWL 


by G orham 





























ERE’S a new Gorham com- 
bination bowl, 5%” in diam- 
eter—simpler in line—less expen- 
sive (due to quantity producticn). 

The design is Early American 
in feeling; but this is the kind of 
a bowl that would be useful with 
your service. 

With its cover, it can be used 
for soups and cereals . . . with- 
out the cover, it is an ideal holder 
for grapefruit, melon or other 
halved fruits . . . with its collar 
for Delmonico glass, for serving 
orange juice, tomato juice or 
clam juice... with collar to 
hold “supreme” liner, for fruit or 
seafood cocktails, bouillon, ice 
cream. 






WITH COVER 014748 

















BOWL ONLY 014747 














WITH COLLAR o14747 
for “supreme” liner 














WITH COLLAR o14749 
for Delmonico glass 



























THE 
GORHAM 
COMPANY 








> . 
G 
Flospital The construction is Gorham quality 
ore nickel silver base (not less than 18 
DPD “i per cent) heavily silver plated. No 
ZV1S10N soft metal or soft solder is used in the 
New York . . . 6 West 48th Street ° Chicago . . . 10 South Wabash Avenue 62"S/ruction of Gorbam bospital ware. 
: 5 s . rea : Write for new catalogue just issued. 
San Francisco. . . 972 Mission Street ° 








Memorial Tablets and Endowment Plates in Brass and Bronze, write our Bronze Department Q for suggestions and estimates. 
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BREAKFAST 






Restricted ‘ 
Full Convalescent Obesity | High Caloric Anemia Protein Gastric Ulcer 
No red meats; Low calory High iron 6 small meals 
No coarse High vitamin 10-12 oz. each 






cellulose 


No fried foods | High Nucle- | 
ated proteins | 



























Sliced orange |Orange juice ‘Sliced orange |Sliced orange |Sliced orange (Sliced orange |Strained orange 











juice 3 02. 
Oatmeal ice ee Oatmeal Oatmeal Oatmeal Strained oatmeal 3 oz. 
eRe ay) Oeceeeees ee ee Bacon Bacon |swssesceeeseceesnennenne frescesssssesseseenasnesssssee sennenensees 
Egg Egg Egg Egg Egg Egg Egg 2 02. 
Toast | Toast Toast—1 slice Toast | Toast Toast Toast 1 slice 
Butter i, Ser Extra butter |Butter 'Butter Butter 
Cream RE Ree emerreners Extra cream /|Cream Cream Cream 3 02. 
Coffee 'Coffee Coffee Cocoa ‘Coffee a 5405 eee er ee es 











Midmorning _......------------ vee [eccteesteeseeeeeeee |!Orange juice |Orange juice ‘Milk 





» 
o OZ 
and lactose Cream 3 OZ. 






Custard 







DINNER 









Consommé |Cream of pea |Consommé Cream of pea |Consommé ‘Strained Cream of pea soup 4 0z. 
vegetables | soup | soup cream of pea 
soup 


Roast prime |Baked chicken |Roast prime ‘Baked chicken Roast kt ESSER ENE cee ences ween rane ae nee 
ribs of beef | and noodles | ribs of beef and noodles ribs of beef | 





















au jus | au jus au jus 
Mashed | Mashed ciiiceitacieaimaliaanss 'Mashed Mashed | Mashed Mashed potato 3 02. 
potato potato potato potato | potato 
Buttered Purée fresh Cauliflower Cauliflower Spinach \Cauliflower (Spinach purée 3 OZ 
cauliflower | spinach and spinach large serving and spinach 
gE ROS Rnenennrennn Spring veg- (Spring veg- (Spring veg- (Spring veg-  |...............--.---.-.---. 
etable salad | etable salad | etable salad  etable salad | etable salad 
large serving large serving | 
Bread Bread 5 ecbpneeaberes was Bread Bread Bread— Toast 1 oz. 
1 slice 
Butter Le nner neannnee Extra butter (Butter |'Butter 'Butter 
Caramel |Caramel Baked apple (|Custard and |Caramel Baked apple (Custard 3 OZ. 
custard | custard cream custard 






Tea 'Tea Tea Tea Tea eR Rae 


3 P.M. fe LL Eggnog | Milk 3 oz. 
malted milk |\Cream 3 oz. 


Gelatin 




















SUPPER 














Broiled ham, |Omelet Omelet Broiled ham, Broiled liver Omelet Omelet 3 OZ. 
pineapple pineapple | small serving 
glacé glacé 
Baked sweet |Baked sweet ee nT A Baked sweet |Baked sweet |Baked sweet Small baked potato 
potato | potato potato potato potato 
Fresh green |Purée of peas |Fresh green (Freshgreen (Fresh green (Fresh green _..... nliatiedeaiestebstbienciaieasnateaiiie’ 
beans beans | beans beans beans 
| ae Watercress Watercress Watercress SS Te ane 
Bread RR See a a Bread Bread Bread Toast 1 slice 
Butter Butter lesseseseceeeeeeeee. | Xtra butter (Butter Butter Butter 
Milk or cocoa Milk or cocoa Skim milk Milk— Milk or cocoa |Milk orcocoa Milk 3 02. 
half cream Cream 3 02. 





Rhubarb sauce/Rhubarb sauce/Rhubarb sauce Rhubarb sauce Rhubarb sauce Rhubarb sauce.....-..-.-----.-------- seieaindenieoianbaah 






OS! Ch oe a al Se I a Be 






'Strained apple- 
sauce 3 02. 
Crackers 
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rF patients 
could run 
your kitchen 


They’d choose dishes like these! 








For Anti-Constipation and Diabetic Diets 
Asparagus Vinaigrette. Arrange Libby’s Aspar- 


agus Tips on lettuce. 


Garnish with half slices 


of tomato. Serve with French dressing, and 
chopped chive or green pepper. 





QUEER idea, certainly ... patients 
in charge of your diet kitchen. 
They'd probably break every single 
dietetic rule. 

But you could be sure of one thing, 
couldn’t you? They’d pick the dishes 
with flavor, color, looks. 

So why not serve them what they 


6 


For the Meat-Free Diet 


Vegetable Plate. Divide a plate into quarter sec- 
tions with Libby’s Asparagus (Stalks). In these— 
place a poached egg on toast, cubed buttered 
beets, spinach and parsley potatoes. 


For Private Room Supper 


Salad Sandwich Plate. 


frrange on plate 3 finger- 


slices of whole wheat bread spread with creamed 
cheese, 2 slices tomato, 2 devilled egg. and 4 Libby's 
isparagus Tips on lettuce topped with mayonnaise. 


ought to have, and what they want? 
Dishes dietetically correct and as good 
to eat as these? 

No question about it, theyll make a 
hit... with patients, because they're 
so attractive ... with you, because all 
three can be served at a moderate por- 
tion cost. 


These Libby Foods of finest flavor are now packed 


in regular 


Red Raspberries 
Tomato Purée 
Corn, Beets 


Hawaiian Pineapple 
Pr 


California Fruits 
Spinach, Kraut 
Jama, Jellies 
Pork and Beans 


Loganberries 


and special sizes for institutions: 


Salmon 

Evaporated Milk 

Mince Meat 

Boneless Chicken 

Stringless Beans 

Santa Clara Prunes 
in Syrup 

Strawberries 


Tomato Juice 
Olives, Pickles 
Mustard 
Bouillon Cubes 
Beef Extract 
Peas 

Catchup 

Chili Sauce 


California Asparagus 


And when you're preparing them, be 
sure to use this superb asparagus of 
Libby’s! 

For, in Libby’s Asparagus, you have 
wonderfully tender, creamy white 
stalks only—with the true, delicate 
flavor of new-cut asparagus. All alike 
in size and shape. Packed full count 
to every can. 

Order Libby’s Asparagus—Stalks 
or Tips—from your usual source, 
today. Bear in mind, too, that Libby 
packs numerous other fine food prod- 
ucts, listed at the left, expressly for 
hospital use. 


Libby, M‘Neill & Libby 
Dept. N-36, Welfare Bldg., Chicago 
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ships on an organization. A few of the larger 
hospitals have closed their diet kitchens and find 
that they get along well without them. Others are 
beginning to consider the idea. In the present eco- 
nomic stringency it is suggested that organizations 
might consider looking into this aspect of their 
dietary organization carefully. 


Valuable Lessons for Student Nurses 


Objection may be made to the fact that the 
handling of the special diets as modifications of the 
general diet in the main kitchen would deprive the 
student nurses of the valuable instruction they 
formerly received in the special diet kitchen. It is 
our belief that the handling of special diets, as a 
modification of the general diet, will offer more in 
the way of instruction to student nurses than the 
previous method because it crystallizes in their 
minds the fact that all diets must be adequate and 
that special diets are merely a modification of the 
normal adequate diet. 

It should be noted that the routine we have out- 
lined could be carried out with any degree of full- 
ness and efficiency only in organizations where the 
dietitian has charge of the food in the main 
kitchen. 

In our series of articles we have attempted to 
cover the functions of a dietary department in the 
hospital in various degrees of detail. Some of the 
aspects of the problem were touched upon sketch- 
ily ; others were given considerably more attention. 
Throughout the series purely technical problems 
of nutrition were omitted, and only those that were 
of common interest to both dietitians and adminis- 
trators were discussed. 

The Series Summarized 

In closing this series, we merely wish to stress 
some of the points we outlined in previous articles: 

1. The hospital as represented by its governing 
board and the administrator should decide the type 
of food service it wishes to give to its patients and 
personnel in the various categories in the hospital. 
This means a definite budgetary allowance. 

2. The administrator should transmit this in- 
formation directly and concisely to the dietitian. 

3. The dietitian and the administrator should 
work out detailed methods for carrying out the 
desires of the governing board of the hospital. 

4. The dietitian should be given complete charge 
of food preparation and distribution and held defi- 
nitely responsible for this service. 

5. The dietitian and administrator should keep 
in close contact with their joint problems in order 
that the initial program can be carried out effi- 
ciently and that current changes can be adopted 
as needed. 
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How One Civilian Hospital Works 


With the Veterans’ Bureau 


“How One Hospital Enjoys a Satisfactory Agree- 
ment With the Veterans’ Bureau to Care for For- 
mer Soldiers,” is the subject of an article in the 
Western Hospital Review for March. The hospital 
in question is Compton Sanitarium and Las Cam- 
panas Hospital, Compton, Calif. 

“In 1920, Compton Sanitarium made a contract 
with the U. S. Public Health Service for the care 
and treatment of neuropsychiatric former service 
men and women. Later this contract was made 
with the U. S. Veterans’ Bureau, when the bureau 
assumed the responsibility for the medical care 
and treatment of veterans, and has continued to 
the present time. A similar contract for general 
medical and surgical patients was made between 
the Veterans’ Bureau and Las Campanas Hospital. 

“The hospital now has contracts with the bureau 
to provide forty beds for male and twenty beds for 
female patients. A patient is admitted to the hos- 
pital on the presentation of a card of admission 
provided by the bureau. The general procedure of 
care and treatment is that of a patient in any good 
general hospital. In addition to the standard hos- 
pital records, a report is made to the bureau on a 
special form soon after admission, reports are 
made thereafter when indicated by the patient’s 
condition or when required by bureau regulations, 
and always a report is made again to the bureau 
upon the final disposition of the case. 

“Compton Sanitarium has a contract with the 
bureau to provide forty beds for neuropsychiatric 
women. Since the opening of the U. S. Veterans’ 
Hospital, Palo Alto, Calif., in 1927, neuropsychi- 

atric men have been hospitalized at that hospital. 
Through certain provisions of a neuropsychiatric 
contract with the bureau, male neuropsychiatric 
beneficiaries of the bureau whose disabilities have 
been connected with service origin (and who ac- 
cordingly receive compensation pay), may be given 
a card of admission for emergency treatment, pend- 
ing the availability of a bed at a Governmental 
hospital. 

“Essentially no distinction in housing, care or 
treatment is made between charges of the Vet- 
erans’ Bureau and private patients of Compton 
Sanitarium or Las Campanas Hospital. A flat daily 
rate is paid by the bureau for hospitalization, the 
same for general medical and surgical patients as 
for neuropsychiatric patients, higher than the 
average general hospital charge for a ward bed 
without the usual extra charges, probably lower 
than the average general hospital charge for a 
ward bed plus the usual charge for medicine.” 
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Relieve 


Constipation 


this Natural Way 
leasantly and efficiently 


Ry-xrisp Whole Rye Wafers do double duty in diets planned to 
relieve constipation, by increasing both the efficiency and the pal- 
atability of the diet! For the convenience of those who direct diets 
—we list the specific advantages derived from Ry-Krisp Whole Rye 


Wafers as a natural aid in relieving constipation: 


Ry-kKrisp carries a high percentage 
of bran, valuable in mechanically 
stimulating the mucous membranes of 
the stomach i 
secretion and peristalsis. 





2 Its pentosan content is twice that 
of whole wheat. 


3 Its crude fiber content is high, for 
it is a natural whole grain wafer, 


containing no added ingredients other 
than salt. 
Its very low moisture content t gives 


ler minal makes it a par- 

ticularly effective bran carrier. 

5 Its phytates, containing calcium, 
phosphorus, magnesium and potas- 

sium, are a natural aid in producing 

normal bowel action 


Patients of any age welcome Ry-Krisp Whole Rye Wafers because 
of their extreme versatility. Crisp, crunchy, and decidedly unusual 


Name ee 


ResearcH Dept., RALSTON 
Without obligation, please send me your 


Research Report on 


in flavor, these whole rye wafers are equally popular 
with breakfast, lunch or dinner—with as wide a variety 
of foods as the diet permits. May we send you further 
data on Ry-Krisp, and samples for testing? Fill in 
the coupon or attach it to one of your letterheads. 


WR Kin Whole Rye Wafer 


Purina Co., Str. Louis, Missouri. 
complete 


Ry-Krisp and a supply for testing. 





Address — 





City 


HOSPITAL 5-32 
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Conducted by C. W. Muncer, M.D. 


sort, but as an invaluable aid in the early 
treatment and permanent relief of anoxemia 
resulting from acute pulmonary edema, coronary 
thrombosis, cardiac decompensation, pneumonia 
and many other causes, makes oxygen therapy 
equipment increasingly valuable for the hospital. 

In the selection of this equipment, a number of 
outstanding essential features should be consid- 
ered and demanded. Adequate, properly controlled 
circulation, ample refrigeration and maintenance 
of the proper humidity of the oxygen-rich air to 
be breathed are the essential requirements upon 
which the patient’s welfare depends. The oxygen 
therapy apparatus should operate silently, be ac- 
curate in its deliveries and dependable in its func- 
tioning. Its operation should be simple, and 
it should be adaptable to varying conditions. 

Two new oxygen tents, one a motorless and the 
other a fan type, have been designed with these 
desirable features in mind. The two types are 
identical except that an automatic air syphon is 
used on the one, and a motor blower unit is used 
on the other to produce circulation. 

It is a single movable outfit with the gas tanks 
and ice chest included as part of the unit so that 
the equipment is ready for instant use. It may 
be wheeled into position, adjusted, and the mech- 
anism operated by any nurse. Even the large 
oxygen tanks can be replaced without lifting them 
by the use of a tank truck. The tent hood may 
be easily adjusted in the proper position regard- 
less of the height of the bed or its location in the 
room. The window may be independently faced 
in any direction, and free access to every part of 
the apparatus, and an unobstructed passageway 
between the apparatus and the bed maintained. 
The small amount of floor space (22 by 28 inches) 


ik use of oxygen therapy, not as a last re- 


Director, Grasslands Hospital, Valhalla, N. Y. 


New Types of Oxygen Tents Have 
Many Desirable Features 


occupied by the entire outfit makes it possible to 
use this apparatus in cramped quarters. 
Circulation of the oxygenated air is provided by 


The motorless oxygen tent. 


a large, safe, totally enclosed, quiet and cool run- 
ning universal motor blower unit that is under 
rheostat control. Flexibility of circulation control 
is achieved by the rheostat so that a gradually 
increased volume may be built up to more than 
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A NEW DAY DAWNS FOR 
MODERN ANTISEPSIS 
TWICE 


LYSOL now 9§ 4s:s180Ne 


The fight against virulent infectious germs goes on . . . with * 


TWICE 
AS QUICK 


. in germicidal action 







redoubled vigor! 






Modern antiseptic practice is now enriched with a new 
double-strength “Lysol” . .. A “Lysol” with a phenol co- 
efficient of 5, while ordinary cresylic preparations give one- 
half or less of this value... A “Lysol” that searches out and 
kills death-dealing germs in half the time... A “Lysol” that 
cuts to an absolute minimum the cost of hospital disinfection. 


And here is more great news! ... This new double-strength 
1 SAME PRICE 


“Lysol” is available to hospitals at the same no-profit-price 
that prevailed on the old “Lysol” . . . $1.50 a gallon in lots 

I : 5 $1.50 per GALLON 
of ten gallons or more. 













in lots of 10 gallons or more 





No longer need reliable disinfection be a hospital problem. No 
longer need be tolerated those cheap, unsafe, weak substitutes. 






Get your order in early ... Hospitals come first... They must 
be supplied before any commercial announcement is made of 
this radically new “Lysol” . . . Use the coupon. 






Leun & Fink, Inc., Hospital Dept. M-5 
Bloomfield, N. J. 
Will you kindly ship immediately 


gallons of the new double-strength 







“Lysol” disinfectant. 








Your name and title 





Your hospital 












State 
© 1922, Lehn & Fink, Ine. 


City 
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SE RWY ICE double the normal requirement, but circulation 


: cannot be reduced to an uncomfortable limit. The 
guipment oxygen supply is under automatic regulation, is 

accurately measured and indicated in quantities 
as desired, from 1 to 15 liters a minute. In addi- 
tion an auxiliary valve is provided through which 
from 50 to 60 per cent oxygen concentration may 
be built up within the tent hood in a few seconds. 
Fifty per cent relative humidity is automatically 
maintained by passing all the air-oxygen circula- 








No. 1324-B 


4 


wl @ y Completely 
$ y Bumpered 


Colson offers you something new in Food Service 
Equipment—tray trucks that are completely pro- 
tected with rubber bumpers. No chance for dam- 
aged furniture or walls, and a great deal of unneces- 
sary noise is eliminated. Trucks have smooth galva- 
nized steel shelves and angle iron corner posts all 
riveted together and reinforced. Finished in alumi- 
num. Ball bearing, rubber tired casters roll smoothly 
and quietly. Made in a complete range of sizes. 





A real labor saver in 
carrying large contain- 
ers about the kitchen. 
Upper deck level with 


top of stoves and steam- _ 
ers. Model 6073 Kitchen «, — The motor blower type of oxygen tent. 


Truck. 
tion through the ice chest, thereby precipitating 


moisture sufficient to obtain the prescribed low 
humidity even with the lower circulation volumes. 
Colson Dish Trucks facili- The ice chest has a sufficient capacity to last from 


tate Sah ogra ach gong eight to twelve hours in rooms of normal tem- 
are nandied. ede in sev- " 

eral sizes, all quiet and easy perature. 

running. Have complete Safeguards have been applied to ensure a con- 


naneae Semper Seeman. stant oxygen supply. The oxymeter regulating 

i ii device is protected against gauge and diaphragm 

copy of our new catalog show- breakage by an automatic safety valve which func- 

in m olson line. ‘ . 

THE COLSON . tions to release damaging pressures and there- 
COMPANY after automatically closes. Tubings are so con- 
Elyria, Ohio, U. S. A. structed and supported that danger of kinking is 
Branches in Principal Cities O ISO eliminated. They enter the tent hood through the 
° dome of the hood where no patient can obstruct 
them either with the arm or the bedding. The 


HOS PITAL EQUIPMENT dome has a rotatable rim to which the rubberized 


SURGICAL, Foon service, FURNITURE | “Tt hood is attached. This hood expands to an 
eleven-foot circumference. The delirious patient 




































































Undoubtedly one of the strangest of all orders connected 
with the development of nursing and hospitalization was 
the Brothers of Mercy, founded in Florence about 1250. 
First organized anrong porters to act as stretcher bearers 
during intercity wars they soon attracted men of all ranks 
who served constantly in peace or war. 


An entirely volunteer organization they were pledged to 
be ready at all times to drop their tasks or pleasures, 
don their strange robes and answer any call for help. 


Their weird costumes might well strike terror in the hearts 
of the uninitiate. But they gained such a reputation for 
gentleness and skill that they were welcome wherever 
sickness or suffering existed. 


WILL ROSS, INC., WHOLESALE HOSPITAL SUPPLIES 
779-783 No. Water Street Milwaukee, Wisconsin 


























eA NNOUNCING 


THE NEW IMPROVED 


DRINKER 


RESPIRATOR 


SIMPLIFIED OPERATION 


The New Drinker Respirator is extremely simple to operate. 
All controls are grouped together for convenience. The cot 
can be raised or lowered from the outside. Opening and clos- 
ing takes only 3 seconds. Hand operation is accomplished 
without effort. 


INCREASED COMFORT AND BENEFIT 


The New Drinker Respirator is silent in operation. There is no 
vibration. There is provision for head elevation. Increased sani- 
tation measures. Both positive and negative pressures are now 
available. Any respiration speed from 14 to 32 can be ob- 


tained quickly. 


REDUCED PRICE 
Standardized design, efficient construction methods, plus the 
greater production due to the increased demand for Drinker 
Respirators, allow us to reduce the price of this pre-proved 
life saving device to $1500. 


A new circular describing the New 


Drinker Respirator with its 2 i Write for 
provements ts re ady for you 

the NEW 
CIRCULAR 


WARREN E. COLLINS, INC. 
555 Huntington Avenue 
Boston, Massachusetts 


Without obligation send me the new circular describing in detail the 
New Drinker Weasivater’s 20 improvements. 


Hospital 
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B) cunmenr 
SELECTOR PANEL 











SWITCH CONNECTING 
GENERATOR TO SUPPLY 
CURRENT 






7] Lever & AND CONTROL © 
SELECTING wave 
FREQUENCY CAMs 


Precision and Accuracy of Control 
with the new Burdick Morse Wave Generator 


Careful study of the above illustration reveals the many 
refinements which caused six New York City hospitals 
to install Burdick Morse Wave Generators in December, 
1931. You will not err in following New York in its 
approval of this simple yet most effective means of pro- 
ducing Mechanical, Physical and Chemical changes in 
pathological tissue. For complete data and proofs of 
advantages, write to 


THE BURDICK CORPORATION 


Dept. 110 Milton, Wis. 








PHYSICAL THERAPY 
EQUIPMENT 





[ MUI RDALE 


le a 


CONVEYOR 





Side view showing one 
compartment open. 





“HE hospital or sanatorium equipped with 

Muirdale Tray Conveyors can serve as high 
as 350 bed patients per hour from one kitchen 
with greater savings because: 
. Muirdales eliminate auxiliary diet kitchens. Our Engineering 
Department will as- 
sist you in planning 
the rearrangement of 


End view showing cord 
which is detached when 


conveyor is m use. 


— 


to 


. Muirdales make possible complete supervi- 
sion of all trays by the head dietitian. 


- 


. Muirdales release for additional beds that 
space formerly occupied by such auxiliary 
diet kitchens. 


your present equip- 
ment or any addi- 
tional improvements. 


- 


. Muirdales deliver food to patients at pre- <5 : 
cisely the proper temperature and in_ its Write us regarding 
most palatable form because of moist heat your food problems. 
which preserves flavor and prevents food Our services are free 
from drying out. and do not obligate 

. Muirdales reduce cost by elimination of you in any way. 

breakage, extra labor, and waste. 


WRITE FOR COMPLETE INFORMATION. 


A. L. KIEFER COMPANY 


Manufacturers of Complete Food Service Equipment. 
2202-2208 W. Clybourn Street . . . Milwaukee, Wisconsin 
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cannot pull the tent fabric off the aluminum dome 
because this strain is compensated by the method 
of dome suspension. Pull on the fabric merely 
results in tipping the dome which is automatically 
self-righting when the strain is released. 

Soda lime is used for the removal of excessive 
carbon dioxide. The capacity of the container js 
from 814 to 9 pounds, which is sufficient for 
twenty-four hours of continuous use. The soda 
lime basket is removable for cleaning or refilling, 
and for drying the soda lime to prolong its use- 
fulness. A flip of a lever brings the soda lime in 
or out of the oxygen circulation, and makes pos- 
sible the change of baskets without interrupting 
operation. An auxiliary tank of carbon dioxide 
makes it possible for this gas to be administered 
with the same machine should such treatment be 
indicated. An independent means is provided for 
delivering this gas in measured, indicated amounts 
that are under automatic regulation. 





Two Concealed Door Checks for 
Interior Doors 


Two overhead concealed door checks based on 
different mechanical principles have recently been 
designed for installation on interior doors. The 
advantage of this type of door closer is the elimi- 
nation of all exposed mechanism with its dirt 
catching surfaces, and in rooms with a special 
architectural treatment no mechanical closing de- 
vice need be exposed to mar the beauty of the 
room. 

The first overhead concealed door check was par- 
ticularly designed for hollow metal doors, and can 
be applied to any metal door having a pocket space 
of 1% by 3% inches within the hinge and head 
stiles. It is recommended that steel reenforcing 
plates be welded at the corner of the door where 
the closer is applied to give additional strength 
to the door. 

This door check may also be applied to wood 
doors by means of side plates that are given the 
same finish as the woodwork. The door stiles 
should be at least 134, by 41% inches in size. 

The check is veiaied and will allow the door 
to open 150 degrees unless set back in a deep re- 
veal. If a 180-degree opening is desired, a special 
handed arm is supplied. The closing of the door 
is regulated by two valves, one for closing speed 
from 90 to 20 degrees, and the other for the last 
20 degrees. The second valve is important in pre- 
venting drafts or wind moving the door slightly 
when it is not latched. A safety relief valve pre- 
vents damage to the door or the check when either 
is under unusual strain. 

The spring tube, which is enclosed in the hinge 





stile of the door, has a cap at the bottom which 
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E HAVE MADE NO 
COMPROMISE WITH 


QUALITY 


N these times when it is too tempting to cut 






corners here and there, to skimp on this 





and save on that, the Midland Laboratories 





have held firmly to their original policy of 


QUALITY FIRST. Rest assured that every 
Midland Product that you buy today is of 


the same standard of purity and uniformity as 







it always has been and so long as we make 





it » » it always will be. 










When our representative calls on you he 


will show you the highest standard products 





for Hospital use it is possible to make. 







MIDLAND CHEMICAL LABORATORIES, Inc 
DUBUQUE, lOWA 

































lt Has Been Proven 


in hundreds of the leading 
hospitals of this country that 


Horner Brothers Woolen Mills 
of Eaton Rapids, Michigan 


manufacture the lowest priced 


HOSPITAL BLANKETS 


because by dividing the first cost by the num- 
ber of years of service the results 


SHOW THE LOWEST COST 


this is the only true method of measuring the 
lowest price. 


- 


SEND FOR SAMPLES 


showing the high quality of the fabric, or if you 
desire, full size blankets will be sent to you 
without obligation. 




















We invite you to tune in on 


‘‘Adventures in Health” 


featuring 


Dr. HERMAN N. BUNDESEN 


President of the Board of 
Health of the City of Chicago 


Past-President of the Ameri- 
can Public Health Association 


Wednesdays 
and Fridays 


Columbia 
Network 


10:15 P. M. Eastern 
Time 


9:15 P. M. Central 
Time 


The Most Unusual Feature on the Air in 
Health Education 


WABC—New York WOKO—Albany WFBL—Syracuse 
WADC—Akron WHK—Cleveland KMBC—Kansas City 
WKRC—Cincinnati WEAN—Providence WMAL—Wash., D.C. 
WJAS—Pittsburgh KMOX—St. Louis WKBW—Buffalo 
WBBM—Chicago WAAB—Boston WDRC—Hartford 
WCCO—Minneapolis WCAO—Baltimore WSPD—Toledo 
WCAU—Phila. WX YZ—Detroit WOWO—Ft. Wayne 

















HORLICK’S :: RACINE, WIS. 
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can be removed for adjusting the spring to tuke 
care of any unusual conditions that may develop. 
The latch and closing speed adjustments are on 
the back edge of the stile, and are easily accessi)le 
for regulation. 

This check is also adaptable to center-pivoted 
doors and gates by means of special arms and 
pivots. 

The second concealed door closer was also de- 
signed for application on metal doors, although it 
may be applied to wood doors provided they are 









In this illustration 
is shown the con- 
cealed door check 
installed in a hol- 
low metaldoor. 
All mechanism 
with its dirt 
catching surfaces 
has been con- 
cealed. 

















at least 134, inches thick and have a top rail of at 
least 6 inches in depth. Metal side plates are neces- 
sary unless the door is 2 inches or more in thick- 
ness, When the closer may be mortised into the door 
like a lock. 

The closer is composed of two compression 
springs applying their power to the spindle by 
means of two racks, with the racks so arranged 
that the turning force is balanced, thereby reduc- 
ing the side pressure on the shaft bearings. A 
high grade mineral oil is used in the hydraulic 
checking cylinder to assure continuous lubrication, 
and to enable the closer to control doors that are 
subject to strong drafts. 

These closers will work through 180 degrees, the 
first valve controlling the door action up to the last 
five or six degrees. The second valve controls the 
action of the last degrees so that it may be possible 
either to release or tighten the control when the 
door is subjected to a draft condition, giving either 
a silent or release action. Two regulating screws 
on top of the closer control the adjustment. There 
is no hold open feature made for this device, and 
it is also necessary to specify whether it should 
be right or left-hand. 









TH E M 


MA 





or 


THE MODERN HOSPITAL—May, 1932 


MAXIMUM AND UNVARYING POTENCY... 


Armeur's 





THE posterior lobe of the hypophysis cer- 
ebri of cattle is used in the preparation 
of Armour’s Pituitary Liquid (U.S. P. X.). 
The Armour Laboratories have almost an 
unlimited supply of fresh, raw material to 
draw upon for their glandular products 
and other organotherapeutic preparations. 
In the Armour Packing Plant more than 
16,000,000 head of cattle are slaughtered 
yearly. This permits the most cautious 
selection of glands. 

The material for all Armour organo- 
therapeutic preparations is processed im- 
mediately—as it comes warm from the 
killing floor. This immediate processing 
is almost exclusive with Armour. Maxi- 
mum and unvarying potency is thus in- 
sured. In more than thirty years’ service, 
preparing medical supplies of animal ori- 
gin, not one product of the Armour Lab- 
oratories has been found wanting in po- 
tency. In the use of Armour’s Pituitary 
Liquid (U.S. P.X.) uniform therapeutic 
activity is assured. 


Armour’s Surgical Ligatures, produced in 
the Armour Laboratory, are prepared 
under modern, scientific conditions. They 
are sterile .. . of uniform strength . . . ab- 
sorb evenly into the living tissue. In all 
standard types and sizes. Send for samples. 





147 


(U.S.P.X.) 


Armour’s Pituitary Liquid (U.S. P.X.) is useful in 
overcoming intestinal paresis after abdominal op- 
erations. It has a pronounced effect upon the mus- 
cular coat of the intestinal tract. Used as a routine 
after abdominal operations it causes the patient to 
void urine and stimulates peristalsis, thus facili- 
tating the expulsion of gas and avoiding the admin- 
istration of morphine. 


ARMOUR a= COMPANY 


Chicago 








**Headquarters for medical supplies of animal 
origin” 
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Armour’s Pituitary Liquid is identical with Liquor 
Pituitarii U. S. P. X. 
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They Won't Injure the 
Vee, Marvelous New 
Finish of Stickley 


Furniture 








Impervious to the elements that so fre- 
quently ruin the appearance of hospital 
furniture and necessitate expensive refinish- 
ing jobs, this wonderful new finish developed 
by Stickley Brothers will save hundreds of 
dollars for purchasers of Stickley furniture. 
It is another plus feature that makes this line 
of furniture, built specifically for hospital 
use, more than ever the most economical in 












the long run. 


The same finishing material used on Stickley 
furniture is now available to hospitals for 
several advantageous uses. 










REFINISHING OLD FURNITURE IS 
AS EASY AS POLISHING IT WITH 
THIS REMARKABLE MATERIAL 



















Simply apply it with a cloth—no rubbing 
required. It colors the surface scratches— 
dries quickly—produces a lustrous, perma- 
nent coating far more protective than the 
original finish. It is also ideal for use on 
woodwork and for waterproofing and pre- 
serving wall decorations. As a means of seal- 
ing the pores of wood, concrete or terrazzo 
floors to make them easily cleanable, it is 









far superior to wax, lacquer or any other 
material on the market. 







=| . ~ 


ATER 
1.00 b ffi t 
© TRIAL OFFER: $.22,3',.bing ton,e uti 
6 average size room—furniture, walls, floor and trim. Use 
the coupon NOW. 


oJ TICKLEY BROS.(O. 
HOSPITAL FURNITURE 
GRAND RAPIDS MICHIGAN 


STICKLEY BROS. CO. 
Grand Rapids, Michigan 







We are enclosing check for one dollar to cover cost of a trial order of your new 
finishing material. 


Hospital Name ......... 
City secadasaartiaeieiin a 


Signed ST 
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| A Metal Dinner Plate That 
Keeps Food Hot 


Keeping food hot while it is being transported 
to the patient is one of the annoying problems of 
food service in the hospital. 

A metal dinner plate with a reservoir beneath 
for hot water is one of the devices that may be 
used to help keep food hot until it is eaten. The 
reservoir is easily filled by removing the metal cap 
and placing the dish beneath the hot water tap. 


The plateis 
shown here with 
the three-com- 
partment well in 
place. 





The plates are 85% inches in diameter and may be 
had with a single or three-compartment well. A 
plate cover that may be used with these plates also 
helps to keep the food hot. 

These plates are made from nickel silver base 
that is 18 per cent or better, and plated with a 
heavy deposit of pure silver. No soft metal or soft 
solder is used in their construction. 





Providing Thermostatic Control 
in the Hospital 


The thermostatic radiator valve has definitely 
brought into heating a new type of control that 
should be considered for hospital heating. While 
this type of control has not the same sensitivity 
that pneumatic and electric systems possess, it 
still is capable of accurate and gradual regulation, 
and it is an economical system to install. The ther- 
mostatic valve may be applied to any type of radia- 
tor, unit heater or unit ventilator. 

The thermostatic radiator valve is a self-oper- 
ating regulator that is designed to control the 
temperature of rooms heated by direct, indirect 
or concealed radiation of the vacuum or vapor type 
of heating systems. The device consists of a dia- 
phragm operating valve connected by flexible 
tubing to a thermostat which can be obtained in 
two styles, the bulb and the wall types. For ex- 
posed or concealed radiators, the bulb type of 
thermostat should be used when there is sufficient 
room to place it under the radiator. It should be 
in a central position, but should never be nearer 
the floor or radiator than 214 inches. 

When it is not possible to place the bulb type 





properly, the wall type of thermostat should be 
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BAXTER’S NON-PYROGENIC 


SOLUTIONS 
IN 


VACOLITER 
CONTAINERS 















ted 
of Endorsed by the 
University Hospital 


Chicago 
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We have given BAXTER NON- 
PYROGENIC SOLUTIONS a 
thorough clinical trial and 











D. have adopted them for use ex- ’ 
clusively. They are Solve 
always convenient Y 
and economical. 3 our 

h sae INTRAVENOUS 








i MILDRED WEST 





Superintendent 


PROBLEMS 












VACOLITER 
SOLUTIONS 


(BAXTER) 
(One Liter) 










Non-Pyrogenic, hence free from 
Anaphylactic Reactions 

















ON BAXTER INTRAVENOUS 
PRODUCTS CORPORATION 


Research and Production Laboratories 















5% D-Glucose 
10% D-Glucose 
20% D-Glucose 







Normal Saline CHICAGO NEW YORK LOS ANGELES 
445 Lake Shore Drive 288 West Street 1505 Gardena Ave., Glendale 
Delaware 5355 Walker 5-1328 Olympic 1197 





















De PAUL HOSPITAL, St. Louis, Holtzer-Cabot Equipped 


The majestic simplicity of architectural design and the 

















Architects: ; ; 
O'Meara & Hills, careful selection of superior operating equipment make 
St. Louis, Mo. the new De Paul Hospital of St. Louis one of the outstand 






Supervising Engineer: ing hospitals in the country. 
G. E. Quick, St. Louis, Mo. It was only natural that in selecting the signaling equip 
ment for this model institution those who designed it and 
those who will work in it insisted upon the proved 
superiority in performance and long-wearing qual 
ity of Holtzer-Cabot Signaling 


Systems and Apparatu 










Electrical Contractor: 
Eclipse Electrical Company, 
St. Louis, Mo. 














Our Catalogue Is 
Filed in Sweet's. 





3 


i -_ 







eee -F m ET zs 
THE HOLTZER-CABOT ELECTRIC CO. 
BOSTON CHICAGO 






Offices in All Principal Cities 


Pioneers in Hospital Signaling Systems 
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You Find the 
Crack Trains With the 
Neatest Conductors 





@ He is the contact man between a great corporation and 
the public. Personal appearance had much to do with his 
selection, because this big corporation knows that the favor- 
able impression this representative makes upon people 
affects the attitude of the public in regard to its line. 


@ Select your student uniforms with the utmost care. They 
are all important in effecting the trim student body through 
which you wish to represent your institution to the lay world. 


NEVER BEFORE DID INSTITUTIONS HAVE AVAILABLE 
SUCH PERFECTION IN UNIFORMS AS TODAY 


@ In 1931 Marvin-Neitzel Corpora- 
tion introduced PERMANENT FIT into 
uniforms. Every bit of material used 
in these uniforms is SANFORIZED 
SHRUNK. Shrinkage is eliminated with 
absolute certainty and precision. The 
uniform fits when first supplied, be- 
cause no allowances are needed. The 
uniform continues to fit after each 
laundering, because it cannot shrink. 
It provides longer wearing service as 
well as better appearance. 


@ But don't take our word for it. 
Send for a test uniform. Send for 
our descriptive booklet on Sanforizing. 
Enjoy the advantages provided by 
Marvin-Neitzel Sanforized Uniforms. 
Hundreds of hospitals have adopted 
them during the past year. 

@ You can order "'in-stock"’ sizes or make 
use of our specialized service for entering 
classes. You can select styles of our de- 


sign, or have your own exclusive uniform 
model reproduced. 


Write for information. 


ESTABLISHED 


MARVIN-NEITZEL CORPORATION 
TROY, N. Y. 


Specialists in Nurses’ Apparel and Hospital Garments 
Originators of Sanforized Shrunk Uniforms 
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used. It should be mounted on the wall or window 
casing 24 to 48 inches above the floor, but never 
directly above the radiator. The bulb type of ther- 
mostat is recommended for the unit heater and 
unit ventilator. 

The thermostat is connected to the radiator 
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_ THERMOSTAT 
The bulb type 


of thermostat FLEXIBLE TUBING 
attached to the 
radiator con- 
trol valve is 
shown in the 
upper picture. 
In the illus- 


tration at the CONTROL 


right is the 
wall type of VALVE 
thermostat at- 
tached to a ra- 
diator control ADJUSTMENT 

valve. 

















valve by flexible copper tubing, and contains a 
sensitive fluid which expands and generates a pres- 
sure due to the heat of the atmosphere surround- 
ing it. This pressure is communicated through the 
flexible tubing to the diaphragm of the valve, either 
opening or closing the valve to maintain the de- 
sired room temperature. Great accuracy of tem- 
perature control is obtained by large sensitive 
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BAUSCH & LOMB 


HOSPITAL 
INSTRUMENTS 


No. 7300 Microscope 
FFSB-8 with three 
achromatic objectives 
(10X, 43X, 97X), two 
Huygenian eyepieces 
(5X, 10X), circular 
triple nosepiece, rack 
and pinion Abbe 
(1.20 N. A.) substage 
condenser and built 
on mechanical stage 


in case.......$135.00 





Microscope GS-8 with 
three achromatic ob- 
jectives (1OX, 43X, 
97X), two Huygenian 
eyepieces (5X, 10X), 
circular triple nose- 
piece, rack and pinion 
Abbe (1.20 N. A.) sub- 
stage condenser. 


. .$140.00 





No. 1632 Haemoglo- 
binometer, designed 
for determination of 
Haemoglobin by the 
Newcomer method, 
complete with cups, 
plungers and special 
mixing pipette all in 
carrying case .. $58.00 








E. H. SARGENT & CO. 


Laboratory Supplies 


155-165 E. SUPERIOR STREET, CHICAGO, ILL. 
(4118) 





















Marvin Neitzel 323 


PATIENT'S GOWN 


NEW—IMPROVED—a big step forward 
—another tangible advancement which 
marks the progressive improvement 
constantly shown in MARVIN-NEITZEL 
Hospital Apparel. 


The neck is cut slightly lower and fin- 
ished with a soft tape to eliminate all 
binding discomfort. 

The garment is cut 6 in. longer to ex- 
tend to the knee. Yoked neck and two 
needle seams add resistance to wear. A 
handy pocket has been added to the left 
breast. 


Made of Manecor Sheeting a soft, bleached, 
linen finish—and the cost is barely more than 


a garment made of unbleached sheeting. 


Sample gladly furnished 


MARVIN-NEITZEL CORPORATION 
TROY, N. Y. 
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